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i¢ committee met at 3:26 p.m. in room 1. 
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x “We have 42 minutes remaining. The 
i Sie a couple of things emanating from 





















oe Scott: At the last meeting, I was 
atk ce ‘by the critics to provide a breakout of the 
Osts ‘of the family violence initiatives that were 
Ss nced erecently. I have those here in 

|, I was asked by you, Mr. Chairman, 
can | ou about the expansion with respect to 
ey Fa ot hatred women. I gave you an answer 
wats OB ave it more thoroughly documented here, 
eovide that. 


aie e glad to respond to any questions you 


Bs hembe rs of the committee have to the limit of 
punutes now. 





Ped 





Naw key = 


; “Chairman: Or 40 minutes. Who knows? 
gs eve so quickly when we are having fun. 
ge uink kit is fine just to table these at this point. I 
eg Ms. Gigantes wanted some of this materi- 
ich Easter Will make sure it is provided to her. 
Seu jackson, did you have questions? 

ee stone Yes. I have a couple of 
SO Pests, S“dealing with the general area of 
Certain barriers to training and certain 
iatves by the government targeted specifical- 
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them advice and counsel. I am just wondcring to 
what extent you are advising that ministry to 
specifically target training to women. 


Hon. Mr. Scott: As you know, the experience 
has been that women in the work force do not 
take up training at a rate that reflects their 
position in the work force. For example, roughly 
44 per cent of the full-time labour force in 
Ontario is women and roughly 47 per cent of the 
unemployed work force in Ontario is women. 
Nonc the less, women represent no more than 33 
per cent of the trainees in federally sponsored 
training programs and no more than 41 per cent 
of the trainees in federal job creation programs. 

This experience in which women take up Iess 
than their proportionate share of training’ pro- 
grams is not characteristic only of federal 
programs and seems to be a result of the fact that 
women are unable to make the kind of link with 
employers that male workers make, particularly 
in the nontraditional occupations. There are also 
other reasons. 

The minister's programs are designed to 
reduce the prospect that this experience will be 
duplicated in those programs. We have spent 
considerable time with him and his staff with 
respect to the Ontario skills program and the 
access to training programs in an effort to ensure 
that.the risk will be minimized. 


Mr. Jackson: How are you doing that? 


Hon. Mr. Scott: By the setting of goals and by 
the development of a mechanism, which I was 
discussing with the minister only this morning, to 
measure as you go along the extent to which 
those goals are achieved. Instead of waiting for 
the end of the program two years down the line to 
look back and assess whether it worked, you can 
monitor the program from week to week and 
month to month and make the necessary adjust- 
ments. 

The minister has responded to this goal-setting 
exercise in connection with his programs with 
respect to youth unemployment, which ts a major 
phenomenon, and within that program and 
within his other programs with respect to native 
employment and visibie minority employment. 
What we hope the minister will do and what we 

rd 


have been encouraging him to do and uadersta: 
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he is doing is establishing goals and monitoring 
compliance with those goals. 

I can tell you this morning, for example, we 
were looking at the question of whether the goals 
in the Futures program and in these programs for 
native young people had been met. He was able 
to produce figures that showed what the uptake of 
those programs was. The issue 1s always whether 
the goals are the nght goals. Second, when you 
have the uptake, how do you modify the program 
so it will be more creative? Quite often we have 
found it is a simple question of communication 
with the constituency you want to attract. 

Mr. Jackson: [ think the record of the last 18 
months with respect to targeting for women has 
not been as good as we had hoped. We could 
discuss several specific programs; for example, 
the Open Doors program, which is a linkage with 
our school boards. In my capacity as Skills 
Development critic, I discovered to my sheer 
horror that the minister was not engaging in 
dialogue with school boards with respect to the 
success of this program. Therefore, we are not 
surprised to see that participation levels have 
dropped. 


Hon. Mr. Scott: Are you referring to the 
Open Doors program? 

Mr. Jackson: The Open Doors program, just 
as one example. 


Hon. Mr. Scott: The Open Doors program is 
not run by the minister; it is run by the Ontario 
women’s directorate. 


Mr. Jackson: Then I am talking to the right 
person, am I not? 


Hon. Mr. Scott: Yes, but the Open Doors 
program is not a program in the Skills Develop- 
ment cluster. 


Mr. Jackson: But it reinforces the work of the 
ministry. 

Hon. Mr. Scott: Yes, but— 

Mr. Jackson: Let me move to a second 
project. When the minister made his announce- 
ment concerning Ontario’s Training Strategy, he 
made only four comments with respect to 
targeting women specificaily. He said, “training 
services are targeted to the service sector where 
most women work”—that sounds somewhat 
logical—“and where many women require train- 
ing to move out of occupational ‘ghettos.’” 

Could you please explain why you would be 
devoting more energy to that than you would to 
the training needs of young people, given—and 
this is way Iam bringing in the conflict with the 
Futures program-that over 70 per cent af the 


appicauions in certain of our help centres are 
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from women who are over the age of 25 ang 
therefore ineligible for the program? . 


Hon. Mr. Scott: I do not understand the 
difficulty to which you are trying to direct me. 


Mr. Jackson: I have asked you a question : 
about how you are monitoring and you have said -: 
that all you have asked the minister to do is to set” 
goals so that you can measure whether he is 
reaching his target groups. I am asking you what 
specific programs you are encouraging the: 
minister to develop instead of monitoring the 
general program of Futures, which many have 
agreed is not working to meet the specific needs. 
of women? yoy 

Hon. Mr. Scott: Have you asked him this 
question? 6 atta, 

Mr. Jackson: Yes. I got a terrible answer. 
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directorate. é: BU, oe 
Hon. Mr. Scott: Let me put to you what 13224 
think we are doing in this area at present and what 438% 
it means. We are encouraging the minister, with 3325 
considerable success in so far as he develops {'<% 
either training or job creation programs, [0 .4ee% 
target—we do not speak in terms-of quotas, but 2% 
target—or set goals for various groups of disad- 
vantaged people in the employment marketplace. =; 
Those groups run all the way from women [0 
minority women, minority citizens, the handi- 
capped and native people. We say, “Set targets 
and we will participate with you, as will other 
ministries, in setting realistic targets.” - a 
Setting targets is not enough. You have to 
up a mechanism so that you can assess fairly 
quickly where you are in meeting those targets. 
Then, if you fail to meet the targets one month, 
you can move in very quickly and make an 
adjustment in the scheme that is designed to Ma 
you up to target. That is the position the uae ae he 
directorate and some other directorates ha 
taken with the minister. We have had from ca a 
excellent support in that exercise. From GO ees 
time there will be discussion—there 4 
is—abdout whether the goal or the target > ae 
whether the reporting mechanism 1S ee fa 
enough or whether the adjustment you ie and 
rect the target is right. But he is om SIP © 
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ewe. jn the women’s directorate run some 
em ams, such as the one you discussed, which 
; & sdesigned to encourage women and girls to 

y “4jnto nontraditional occupations. Open 
: “rs is an example of that program, which is 
Oe ee to take nontraditional models before 
Peas oe 1 aan in the school system ; and say, “Here 


ag ite, ‘fascinating when you have a panel of five 
omen ‘and the girls in the class ask them 
tions such as, “What do you do?” It turns out 
tha iirc of them is the foreman of a construction 
jobrand earns $48,000 a year; and you go on 
gown. m the line. Girls 1 in the classes find there are 
sir to ‘ask, “What do I have to do to get that 
ext A ‘of. f job?” It usually turns out that what you 
hive to do is you have to begin taking math and 
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tte go 

pM. * Jackson: What are you doing with 
AESPE Ct to the public school system to reinforce 
( aly We have talked with guidance counsellors. 
eshave been a couple of pilot studies in 
Toronto | where they have had incredible success 
ba th all-girl math classes and the measurement of 
ua There i is also a study that was done just 
: cently by the Halton Board of Education. That 
abou id be forwarded to your directorate. If the 
ty das nt thought to send it to you, I am sure I 


oe Mr. Scott: The basic reality is that you 
Eko Hot get a whole lot of women into a whole lot 
aes Aontraditional jobs if you cannot get them to 
6. ak and science in grade 9 and carry on 
iit; that is the sine qua non. More nontradi- 
ae ii closed off on account of that 
tr ins ig Sure, any other single factor; so 
ri : S to be there. Some six or eight 
-... 480, you heard the Minister of Education 
cin) announce a major science pro- 
ee but tal to do exactly that: to get not only 
apes SO everybody into science in a big 
“Cause we are finding that not only are 


€c] 
oy €closed from nontraditional occupations 
S as wel]. 


: Mr, Jackson: Hav 


: € you seen the dollars that 
< farmarked for th 


at program in his estimates? 
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generic program; it embraces all of the previous- 
ly targeted programs. One of those programs— 


Hon. Mr. Scott: We know that is why you 
like itso much, because some of the programs are 
your own. 


Mr. Jackson: It is easier to sell to the public 
when you can market one major project rather 
than target the individual. It has worked very 
effectively in terms of public polling; the 
Liberals are perceived to have done something 
because there is so much of it, they keep 
reinforcing Futures. But I am pleased to see you 
have at least acknowledged the need to measure 
these programs, because that ts where the 
effectiveness really will occur. 

During those estimates, I asked the Minister of 
Skills Development the extent of his mceasure- 
ments and I was amazed to Iearn of the limited 
amount of measurement that was going on. At 
least we are getting it- 


Hon. Mr. Scott: I think he is not doing badly 
on that score. I talked to him this moming and— 


Jackson: He could not tell us, for 
example, the number of students who opted out 
of the program at the various stages and the 
numbers of returnees—something as basic as that. 


Hon. Mr. Scott: I think it is much more 
important than that. 


Mr. Jackson: However, he has been given 
about $750,000 just for computers and another 
$500,000 for additional personnel; so I am sure 
he will be a wonderful number-cruncher. 

The women in skills, trades and technology, 
which was specifically designed for a given 
purpose, which we are talking about, was rolled 
into Ontario skills. When J asked the minister 
whether he intended to eliminate the project or 
whether he would continue with it, he used the 
phrase “winding down and incorporating it.” In 
other words, he would not be phasing it out 
completely but wouid be changing the emphasis. 
The current commitments of the existing pro- 
gram would be honoured, but after that it would 
be part of his whole new approach. That is 
basically what the minister said to us in 
estimates. 

Are you happy about that or are vou satisfied? 
Have you been given privity to what he is going 
to replace it with? 

Hon. Mir. Scott: First of all, the Ontario 
women's directorate provides an advocacy func- 
tion. Our function is to see- 

Yes, | remember that from the 
es. J understand that clearly. 


Mr. facksen: 
first day of estimat 
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What are you advocating with respect to this 
question? 

Hon. Mr. Scott: I cannot tell you that, 
because cabinet solidarity does not permit me to 
describe the discussions I have with ministers. 
However, I will tell you that lam much— 


Jackson: You just told me about a 
conversation you had with the minister earlier 
this moming. Was that inside or outside of 
cabinet? 

Hon. Mr. Scott: I forget nght now where it 
was. I had better be careful. I do not want to— 

Mr. Jackson: Given that you want to advise 
the minister, what do you think your directorate 
should be advising the government in_ that 
respect? 

Hon. Mr. Scott: I think the directorate is 
concemed to assure that in so far as possible, 


training programs and educational programs — 


designed to open up nontraditional occupations 
for women are well structured. That means 
having a goal-setting function and having a 
capacity to report as to whether the goals have 
been met. 

Our function generally, [ think, will be to see 
that the programs have as a design requirement 
that women are to benefit either generally or 
specifically from the program; we look to that 
type of mechanism. If a minister has those in his 
program and they work, we say great. If he does 
not, I do not tell you about it but I talk about it. 


Mr. Jackson: One of the barriers the minister 
identified was the barrier of day care. I was 
absent for one of the sessions with respect to 
these estimates and this matter may have been 
covered, so I will beg a short answer. Was the 
issue raised of moving the child eligibility age 
from the current age level of 10 to, say, 13 
because of the particular problems associated 
with supervision for 11-, 12- and 13-year-olds? 


Hon. Mr. Scott: | am not certain. I would be 
happy to inquire into whether that precise issue 
was raised. 

Mr. Jackson: It would have been raised in 
your presence here. I am asking whether it came 
up. 

Hon. 
here. 


Mir. Scott: No. It has net been raised 


Vir. Jackson: Then lam raising it. Since that 
has clearly been regarded as a barrier within a 


bamier—access to day care is a barrier but there is 
this further barrier of the age bracket—has there 
been any advice from yeur advisery council to 
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any ministry with respect to moving that age < 
qualification bracket? eh 

Hon. Mr. Scott: I cannot tell you me the 2c 
advice has been; J can tell you, for what it js 
worth, one of the good things about Ontarjo’s 
Training Strategy is that it does have a support 
allowance program, which is there precisely for,  —: 
among other things, the provision of child care ~ <2: 
services for women who take advantage of the : 
program. That is the sort of thing the women’s : 
directorate would be very supportive of. What | 
you are telling me, if I understand it, is that you~ 
think the cutoff for child care is too low under 
that program. 


Mr. Jackson: It has been identified by many 
of the women clients in the help centres. In the © 
Futures program, with its threshold of age 25, 
there is such an over-emphasis on youth unem- 
ployment that we are missing that group of older. 2 
worker-—that is a terrible statement to make- —aged : 
26 and above. That is a barrier within the 
program because we are not allocating as many 
dollars to those individuals and they gency 
have children in that age bracket. 

Hon. Mr. Scott: All I am telling you is the 
OTS program has a support feature, as I 
understand it, that permits the provision of child 
care. If you are telling me the child care cutoff is 
too low and I should take that up with’ ‘the 
minister, I will be delighted to discuss it with hint 
for you. ; 

Mr. Jackson: You will get back to us on chat? ; 

Hon. Mr. Scott: I will tell you when I haye 
discussed it with him. 

Mr. Jackson: You will be out of eke then 

Hon. Mr. Scott: You will have to deal ma 
him in estimates on whether the program he 
selects and cabinet approves meets your aoe 
tions. 

Mr. Jackson: Given that you are the advo-. 
cate, I was hoping to deal with you and hoping 
you would see the wisdom of this, embrace it? 
proceed to— A 

Hon. Mr. Scott: Having heard what you si in 
intend to take up my advocacy. wa 

Mr. Jackson: It is much appreciate 
pass. ee 
Mr. Chairman: You have had a se - 


dl og : 


effect on the minister, and we appreciate ie (xis 

Because we go only until 4:08 p.™., ‘ant ree 
get some idea how many members wate aes 
participate, so we make sure Ne iaanee me cao 
chance. Mr. Shymko has indicated he fae ae ayn 


ed in putting some questions t¢ the 





“there anybody else? If not, perhaps you two can 
Bey = resolve time-splitting between you. 
“Mr. Jackson: I will yield to the member. 


‘Mr. Shymko: Thank you. I will try to focus 
my remarks and question the minister as long as I 
an onan issue I know he is very sensitive to; that 
«the whole area of inequity in the salaries of 
women. 
‘Approximately two months ago, while the 
Bone Attomey General and the Premier were absent, I 
; BAe Tiised a question in the House with the acting 


#027 Minister of Government Services (Mr. Conway) 
Es Saas 


2 on some of the serious discrepancies in the area 
7 =) “ ZL 


‘of not just pay equity or work of similar valuc but 
also of equal work performed by women who are 
smployed by the provincial government and who 
are doing essentially the same work. Many of 
fe them are Portuguese immigrant women. 
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i) Mr.’ Shymko: We can make fun of this, 
sey! {inister, but I think it is a serious matter and I do 
jarexes not think you should. 

























res 2s ae : % 
aces: Hon. Mr. Scott: Forgive me. 
ere 1550 


Mr. Shymko: He is paid $6.26 an hour. A 


=Similar individual cleaning my colleague's office 
yeeecin the Legislative Building is paid $10.01—a 
Bae sx difference of $3.75. 
eel would imagine that heavy-duty cleanérs 
-would probably be males; I do not know, but it is 
wens SOMething that I would like to know, the 
2 ur difference here being, as I say, $3.75. Light-duty 
ee Cleaners-I assume the majority would be 
fomen—are paid $9.01 in the Legislative Buil- 
. “lng and $5 in the Whitney Block—a difference of 
$4.01-for doing the same work. In other words, 
the difference between the male-oriented heavy 
“alegory of cleaners and the light cleaners, the 
pany of whom are women, is even higher in 
: sea of the discrepancy of salary: $3.75 for 
avy and $4.01 for light. 
> They are doing the same work. The difference 
ce apparently, is that the cleaners working in 
» °8islative Building are classified staff while 


se ings ; Ti? 1 } 
. «© M1 the Whitney Block—two per flocr, six 
, <00r5, ap 
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Hon. Mr. Scott: Who are they employed by? 

Mr. Shymko: This is information I have 
received from people such as Yvonne Gregson, 
assistant to Roger Muller, manager of legislative 
services at the Ministry of Government Services. 
They are employed by a company called Active 
Carpet Cleaning. It is a Canadian company, it is 
nonunionized and the contract expires January 
13, 1987, so it has probably expired already and I 
do not know whether that contract has been 
renewed. 

In the Frost Building North and South—same 
people, same salarics—the company is Concord 
Building Maintenance Ltd., which is not a 
Canadian firm. It is a US firm, again contracted 
out. The contract apparently was just renewed 
recently—that information came to me in October 
or carly November of last year—for two years. 

In that discrepancy between classified and 
contracted out, | understand that contracting out 
has been a policy that was not established by your 
government. It may have been established in the 
past. I do not know what differences existed in 
1977-78 when the changes in contracting out 
came into effect. I do not know. 

However, as the years go by, the increases that 
you sec are in the classified area—believe me, the 
increases in the unclassified, nonunionized areca 
are minimal—so the difference from 1986-87 may 
be quite different from the differences of 
classified/unclassified, unionized/nonunionized 
10 years ago. I do not know. I think it is 
something that you, Minister, should look into, 
whether or not we move in a direction of a greater 
discrepancy year after year. These are the two 
extremes. 

There is a third category of cleaners who clean 
the rest of the buildings in the Queen’s Park 
complex, which includes the Macdonald Block 
and all the other area. They are apparently hired, 
contracted out again, and they are working for 
Concord Building Maintenance Ltd.. once again 
a US firm. I have no idea of the numbers there. | 
would like to know. I have not received an- 
answer and [ have waited for one for the past two 
and one half months. 

All of them are unclassified, but they are 
unionized. [I assume their salary would be 
somewhere in between the classified and the 
unclassified nonunionized workers. It if a 
concern to me. 

I believe in your sincerity in pay equity and in 
trying to rectify that ternble injustice. However, 
right under our noses, we have empiovers who 
perpetuate that inequity of equal work, 
mung sinular work or similar value. out equal 


never 
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work with a difference of $4. If you multiply that 
per week, it is quite a difference in take-home 
pay. 

These are immigrant women. I am sure we all 
speak very eloquently, including the Minister of 
Citizenship and Culture (Ms. Munro), on the 
concerns we have for immigrant women and we 
try not to allow their exploitation— 


Hon. Mr. Scott: It is not a problem only for 
immigrant women, you know. 


Mr. Shymko: In this case, for some peculiar 
reason— 

Hon. Mr. Scott: I can give you examples. 

Mr. Shymko: I am talking about us here. 


Hon. Mr. Scott: I can give you examples of 
highly qualified, sophisticated computer opera- 
tors in the government service who are paid X 
dollars and who are paid more than computer 
operators in the private sector to whom the 
government contracts work. You would make 
preciscly the same case: that the highly trained 
and highly skilled computer operators in the 
private sector are paid Icss than the computer 
operators who are direct employees of govern- 
ment. You would be making exactly the same 
case. It is a case that has to be addressed. 

The point I make about it is that itis not really a 
pay equity issue in any traditional terms. It is a 
contracting-out issue. The issue always becomes 
whether a business, be it a government or a 
private sector business, has the right to contract 
its services to the private sector or to some other 
business if the result is that the rates of pay will-be 
lower in the second business. 

The third party has taken a very clear position 
on this issue, which is basically to restrict to a 
very severe degree the number of cases in which 
contracting out is permitted. They will be 
delighted to have your support on this question. 


Mr. Shymko: The salary involved in contract- 
ing out to a high-tech firm by the Ministry of 
Government Services is quite a different salary 
than that involved in contracting out these types 
of jobs in which the majority are people who are 
susceptible to exploitation in our society. They 
are immigrants. They are women who will take 
any job at any price. 

We are speaking a about inequities and pay 
equity while equal work is being done here and 
we are not mts ssing this. Are you aware of that 
and what are you doing apout it? 

Hon. Nir ocott: I adi aware of it. I want to 
make the peint that i is not a peimt that turns 


oar 7 Se ee TER ws Bey Hanh eye L ae eels 
around minerity women, although the example 


you give is one involving minority women. It 
involves a lot of contracting out. 

The second point is that it is not peculiar to 
government. Contracting out, whether you ap- 
prove of it or not, is a phenomenon that Ontario 
business has adopted to a very significant degree. 

The same group of women who are no doubt 
cleaning those quarters over there, cleaned the 
office building in which I worked for years until 
their jobs were contracted out. I did something. I 
went on the picket line with them, but I was 
complaining about the contracting out of the 
jobs. That is the real problem here. 


Mr. Shymko: If you are telling me I should 
not be talking to you but I should be talking to the 
owner of Active Carpet Cleaning, [ think you are 
wrong. 


Hon. Mr. Scott: No. I am saying it is possible 


for government to structure the contracts itletsto . 
the private sector by saying to the persons with. 
whom it contracts, “You will not be allowed to ©. >: 


pay a salary lower than we in government pay.” 
Mr. Shymko: Hear, hear. ; 
Hon. Mr. Scott: That has never been Hotel 


Ded gate dteeahe { F 


Mr. Shymko: Are you planning to do this? ¢ ae er 


Hon. Mr. Scott: I do not think we are 


planning to do that. 


Mr. Shymko: Are you planning to review w the ee 
contracting-out policy so that the inequity is - 


eliminated? 


Hon. Mr. Scett: I will take it up with the 


acting Minister of Govemment Services. as 
were talking to the nght minister. 
1600 

Mr. Shymko: I know I was, but I am talking 
to the conscience of this government. I am 
talking to the individual who represents the 
conscience and the— 

Hon. Mr. Scott: The competitor for that title 
has just arrived. 


Mr. Chairman: He is pointing to some 


obscure man in the front row. 


Mr. Shymko: We are talking about a policy 
for which you are the advocate pad the guru. 


Hon. Mr. Scott: The problem of contracting 
out is not a women’s problem alone. It is 2 
problem that affects any person whose job is 
contracted out or who is among the class 0 
people who are doing the work that is contract€ 
out. It happens to men as well as to women. 

The so-called evil to which you @ ddress 
yourself has nothing to do with equa! pays it has 
everything to do with whether the contrac {iis out 


on 
: ta Sng es ene see 
of services should be permitted and, if s° 
















nat terms. That is why I draw to your attention 
ae shat the computer operators, whose jobs are 
AS, enatracted out and displaced, are in precisely the 


ese difficulty as the group you describe. 









aa be permitted and, if so, on what terms. 
feeThe answer of this government has always 
fabeen that if it is in the public interest for the 
<sfficient running of government to let contracts 
# {0 the private sector, we will do so. What we will 
require the private sector to do is to comply with 
‘all:the laws that its competitors in the private 
skector have to comply with. 
eycEven in Bill 154 you will see that affirmative 
‘action, which is to impose a special rule that 
et ppliés to nobody else on someone who wants to 
deal with government is not a route we have 


Bens, 


lected. Why? Because it means that in the 


Sad : 
private sector someone has to do something 
St Os : : 

special to contract with this govemmment. We do 
mot.think that is right. We think everybody 
should have to comply with the same rules. 


es Mr. Shymko: Are you saying you are happy if 
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the “owner of Active Carpet Cleaning and 
Concord Building Maintenance, a US firm, 
rovides a salary for these nonunionized cleaners 
cc nat is the same as in the private sector? 


‘Hon. Mr. Scott: I am not happy with it 
















“he 1s the issue. It is not an issue that has 
ii ng to do with women per se, although 
_ Oubtedly it is an issue that affects a large 
R lumber of them. 
ns Shymko: In the light of the $400 million 
» ,. easurer (Mr. Nixon) found by some chance 


tah: 
: a Coffers, we should rectify this position and 
ake them all classified. 


ea ss ab They do not work for the 
delta fey 3 heir employer would be astoun- 
ae ind them classified. 
+. = 3¥ 2 
£ she Oo Why do we not at least make 
ne Fhe paid at the rate set by the Ministry of 
ag. f UNderstand they are being paid at the 


“EStry Th i z : 
chess of Labour rate for nonunionized work- 
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In other words, what that owner is paying is 
not illegal but the discrepancy is there, particu- 
larly the hypocrisy we are trying to rectify. We 
contract out under a policy that has this 


. discrepancy and the difference, the gap, increas- 


es every year. 

I am glad to hear you will be speaking to the 
acting Minister of Government Services. I would 
appreciate if you could use your clout. 

Hon. Mr. Scott: No, I said you should speak 
to him. 

Mr. Shymko: | did. For two and a half 
months, I have not had an answer. This is why I 
am in this committee speaking to you, as the 


‘ conscience of the Peterson government and as the 


individual who is so eloquently providing the 
leadership in this area, to speak to the minister. 


Hon. Mr. Scott: I was just going to make a 
policy announcement but I think I can contain 
myself. - 


Mr. Shymko: I still have a few minutes left. Is 
there a policy to hire American firms versus 
Canadian firms? 


Hon. Mr. Scott: What do you mean by an 
American firm? 


Mr. Shymko: Concord Building Mainte- 
nance, for example. Are there not Canadian 
companies that would be preferable? 


Hon. Mr. Scott: Why do you think it is an 
American firm; because it is called Concord? It 
could be Concord, Ontario. 


Mr. Shymko: It is an American firm. It is 
US-based. 


Hon. Mr. Scott: Do you mean its owners are 
American people? 
Mr. Shymko: Yes, they are. 


Hon. Mr. Scott: If Americans are permitted 
under our laws to invest their capital in Ontario, 
if they come here and do that and if they comply 
with the rules the Legislature and the Parliament 
pass for doing business in the province, I do not 
think we should discnminate against them. Some . 
people go so far as to think we should 
discriminate against out-of-province providers of 
services and goods. I do not think we should do 
that. 

Mr. Shymko: To give credit to Concord, it 
has allowed for the unionization of most of its 
cleaners; at least the vast majority are unionized. 

Hon. Mr. Scott: It is not that Concord has 
allowed for the unionization of its members: it 1s 
that the law you helped to pass—I presume you 
were there on the day—permiis those employees 
certain rignis. The emplovees have taken advan- 
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tage of those rights, and what their employer 
thinks of it has nothing whatever to do with it. © 


Mr. Shymko: Have you thought about why 
those working for Active Carpet Cleaning are not 
initiating unionization procedures or forming a 
union? 

Hon. Mr. Scott: There are one or two 
reasons, perhaps three: (1) they do not want to be 
represented by a union; (2) they are unaware of 
the advantages union representation will bring 
them; or (3) they are frightened for their jobs, 
which occasionally happens. 


Mr. Shymko: Do you know why they are 
frightened for their jobs? I know why and will tell 
you why. The government of Ontario is employ- 
ing illegal immigrants. That is why. Is it not the 
policy of the government to investigate or make 
sure individual private companics to whom we 
contract out do not exploit illegal immigrants? 
Should we not be doing that? 

I am afraid to raise this issue because the 
minute we start doing it, these ladies will lose 
their jobs. They will be fired. We should 
probably take a look, to be very careful we are 
not accused of hiring illegal immigrants, because 
some of them may be illegal immigrants. 


Hon. Mr. Scott: You are saying that some of 
the companies with which the government has 
contracted have hired illegal immigrants? 


Mr. Shymko: May have hired. I have a 
suspicion that may be the case. 


Hon. Mr. Scott: All I can suggest to you is 
that if you think an offence has been committed 
under the law, you should provide the informa- 
tion you have—and I know you will-to my 
ministry, and we will inquire and see whether the 
law has been broken. 


Mr. Shymko: If you discover that some of 
them are illegals, will you fire these people? 


Hon. Mr. Scott: I cannot fire them; they do 
not work for me. If you are suggesting that a 
company has broken the law or that you think it 
may have broken the law, the appropriate course 
is to provide the information you have to either 
me or a crcwn law officer so an investigation can 
be conducted. 

Nir. Shymko: Ali 1 am saying is we should 
look into that area. | beg you to look into these 
Peay with these women to make sure. 

Hon. fir. Scott: Will you be good enough to 
write to me so [can provide ail the information 
vou have crown law officers of my 
nunistry? 


fen eles 
RCN SRR 


too many jokes about it. If itis not there, you had 


Mr. Shymko: You just told me I should be - = 
writing to the acting Minister of Government 
Services. 

Mr. Chairman: I sense that for the protection | 
of these people involved, it may be wise if we use 
up the next 30 seconds in taking a vote. 

Mr. Shymko: Thank you. 

Mr. Chairman: It is not the corporations that - 
get punished for this sort of thing. ae 

Mr. Shymko: Absolutely, they do not. 

Mr. Chairman: That is why raising it does 
not do a damned bit of good for the workers. Not - 
to get involved in this, and since we have now ~: 
uscd up the time of the committee, may I ask |; 
members whether it is their will that vote o ae 
carry? e 

Vote 801 agreed to. nsieters 

Mr. Chairman: This completes consideration 
of the estimates of the Office Responsible for - 
Women’s Issues. 4 
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ESTIMATES, MINISTRY OF HEALTH |, 
(continued) 


















ave aa oe 


Mr. Chairman: We now move to. ate 
Ministry of Health and that man hiding in hoe 
front seat, Mr. Elston. x 

I call the committee to order. All the nia ‘ 
from the Ministry of Health are being wheeled in * 


at this point. ee oo aNt 


al. 


Mr. Chairman: It is the response to ques 
tions put by certain members. a 


Mr. Andrewes: This is actually the briefing = 
material for the committee we are waiting ae 
now. 


Hon. Mr. Elston: We have been told that stat - 
is with you guys. I do not think we need to have : 


better tell me for sure. 


Mr. Chairman: Everything has been filed e 
with the clerk. Members such as me have pels 
seen it as yet. hee te 

Maybe I will bring to people’s attention at pire ne 
point that there has been a change. The select ee 
committee on health was supposed tojstt . 
meeting tomorrow. Obviously, having He aes 
Health estimates schedujed for the same ee ae 
would have caused some conflict. The ae 
committee is now scheduled to meet W a ie 
and Thursday afternoons of this week. iit ee 
row we will continue with the Ministry of °° 
estimates. 







It. has been a little while since we were 
«ether. May I presume at this stage that Mr. 
ndrewes has the floor? Would that be appropri- 










ee as eoe ‘Hon. Mr. Elston: I was not exactly sure. I 
HORGSe Gas just going to ask somebody. Dr. Wasylenki 
Oy ease ise j i 

s z is ‘arranged to be here today, seeing that this was to 


Mier a 2} 1a : f 
pesexc without addressing the issue. 
£43Mr. Chairman: | had forgotten about that. 
Bea Ae 


ese? Hon. Mr. Elston: Dr. Wasylenki on electro- 
convulsive therapy. I presume he will be 








es 


brief issue that he wishes to raise. 
3 ‘Mr. Chairman: If it is all nght with you, Mr. 
McCague, we will start off, take an individual 


UPR So 


Beissue and then leave it to me to make sure we 


éave enough time for the doctor. We may have 
ee ‘ 
eeeto.cut you off at some point, or we may get a 


44 
Stay 


















Sree 
<< 


hance to deal with it entirely. Is that all right? 


Py der tt 


Mr, McCague: Great. The minister could 


answer this positively and it would be all over. 


Bitcle.c, : 


ee sMr. Chairman: It would be a matter of 
conds. He looks as if he is in a very positive 


eh hood today, so anything is possible. 
< gen. McCague: Minister, I believe you have 
es ian Colmespondence and requests to license one 
soa sing home bed in Stayner. You have others 
ae Ae where they probably licensed 10 or so when they 
PS end built their building. With regard to the 
e ae ike of 50 beds in Stayner, it was made clear 
ae lady who owns the nursing home that she 
BET hav Ee only 48 beds licensed and that she had 
“Ye One emergency bed on top of that. She 
ould not get that one bed funded. 
ike ae for you, and certainly for me as 
..~ MPP, is that as long as that one bed is there, 
ete apy keep harping back to why we 
tol initial it, without knowing that they were 
Amen es it would not be funded. I would be 
intentions ‘© an answer from you today as to your 
You said rape regard. I would be very happy if 
‘down ee €s, T will do it.” I have put all this 
eas x, etter for you. 
eae ve Histon: | recognize the nature of 
HS Question of tec : am actively pursuing the 
have made reg Sey Oe nursing home bed. You 
OS heen © commonsense argument, and it 
‘s Pulto me as weil by the owners there. I 
reviewing it to see whether 
La 


‘ ~Mpathetically 
ESRI Tee, Se 
S*s possible. J ain not prepared to make 











oe, 












aye 
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‘an announcement today, but it should not be 
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long. 

Mr. McCague: I did not think you would. I 
hope, because of something of which you may or 
may not be aware that happened in my riding in 
the not-too-distant past regarding announce- 
ments, if you are going to announce this, I will at 
least know at the same time as the people of 
Dufferin-Simcoe. 


Hon. Mr. Elston: I will make sure. 


Mr. Chairman: Is there anything else? Thank 
you, Mr. McCague. | appreciate that. 
At this point, let me move on to what was 


- anticipated for today. I will ask Dr. Wasylenki to 


come forward to the area directly in front of me 
and have a seat. 

I had sent a message—I know Mr. Reville has 
an interest in this, and I asked the clerk to go and 
try to contact him. You say he ts in- 


Mr. Andrewes: Hc is in the House doing the 
Housing estimates, unfortunatcly. 


Mr. Chairman: He will not be able to come 
from that, I am afraid. 

As the minister said, lam not sure what we can 
do in terms of scheduling, especially given the 
weather. Where do you work, Doctor? 


Dr. Wasylenki: Whitby. 


Hon. Mr. Elston: The difficulty was that we 
had changed the presentation from when it was 
originally supposed to occur. Once we were 
unable to have the doctor's presentation on the 
day Mr. Reville was here, we were going to try to 
make it available for him rather than for us 
because we are in a situation—even if it were 
tomorrow, for instance, Mr. Reville will proba- 
bly still be in the Housing estimates, as I 
understand it. 


Mr. Chairman: I think they are moving 
legislation tomorrow; they were as of this 
morning. You are right that you can never tell. 
We might as well proceed at this point. 


Hon. Mr. Elston: I think we should deal with 
it. In any event, I am quite prepared to speak to 
Mr. Reville directly and, if need be, we can set 
up amore satisfactory day when we might be able 
to go down to Whitby. In fact, at one time or 
another, I have tried to look at what might be 
possible in arranging to take critics or others to 
view some of our programs. That may be 
possible at another time. but for today, if we can 
just go through this maybe we can handle many 
cf the questions. 

Mr, Chairman: Why do we not do that today 


and ask the doctor to make his presentation. We 


S-1162 


LEGISLATIVE ASSEMBLY OF ONTARIO 





will try to make it available to Mr. Reville as 
quickly as we can, so that if he does have 
questions for you perhaps he can put them to you 
tomorrow. 

Dr. Wasylenki: Thank you. It is a pleasure to 
be here and to be able to present this material to 
you. The way I thought I would approach this is 
to give you a bit of background information on 
electroconvulsive therapy, and then to take you 
through the recommendations our committee has 
made. First, I will give you the background 
information. 

To start, I will give you the definition of 
electroconvulsive therapy. It is a medical proce- 
dure that consists of the electrical induction of a 
generalized convulsion, under general anaesthe- 
sia, for the treatment of certain mental disorders. 
Essentially, it is the electrical induction of a 
seizure. It has been used in psychiatry since 
about 1938, so we have nearly 50 years of 
experience with this treatment modality. 

Let me explain what it is not, because there 
tends to be and has been some confusion. First, 
electroconvulsive therapy is not the administra- 
tion of a burst of electrical stimuli for behaviour 
modification. Remembcr, this is the issue of the 
use of so-called cattle prods in institutions for the 
developmentally handicapped. In fact, there was 
some confusion about these two issues in the 
Globe and Mail some time ago. That is not ECT. 

It is not a subconvulsive electrical stimulation 
of the brain that is used in what is called 
narcotherapy or sleep therapy, where people 
receive very low energy stimulation, a technique 
that has a somewhat shaky scientific foundation. 
That is not ECT. It is not a surgical procedure. It 
is not invasive. No tissue is removed and no 
changes or lesions in the brain are produced as a 
result of electroconvulsive therapy. That is what 
it is not. 
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Now, what do we use it for? The condition for 
which we use ECT most frequently is severe 
depression. When I talk about depression, I am 
not simply referring to feelings of sadness or 
disappointment. There is a medical syndrome, a 
constellation of signs and symptoms in psychia- 
try which constitutes what is called major 
depressive disorder. This is the principal indica- 
tion for electroconvulsive therapy. 

The condition consists of intense feelings of 
_ despair, along with feelings of worthlessness, 
feelings cf hopelessness, often delusions, that is, 
ixed false beliefs about what is going on around 
he patient. There ere a number of physiological 


7 -y Ws aaNet eRe cull PRI CORA aT A Re eee 7 i 
SYMPLOMS, HCUGING 1OSs Of uppetle, offen very 


medication; or if inanition and dehydration are. 


significant weight loss, 30-40 pounds ina period « ~ 
of months, a lot of agitation, decreased energy: . ee 
and, almost always, suicidal ideation. Thatisthe °- 
condition that ECT is most commonly used to” 
treat. } 
Since the early 1960s, we have had drugs to 
treat major depressive disorder, so-called antide- 
pressant medication. The approach to most -: 
people with severe depressive disorder is, firstof 
all, to attempt to treat the disorder with °: 
antidepressant medication, and that is successful 
in about 70 per cent of cases. For the remaining + : 
30 per cent of severely depressed patients, the 
only alternative treatment that we have is ECT ° 
and it is effective in about 80 per cent of that 30 
per cent of cascs. 2 ee 
The commonest indication for the use of this 
treatment modality is severe depressive disorder 
that docs not respond to antidepressant medica- 
tion, and the success rate is very good. I do not 
know what we would do with this patient : 
population if we did not have this modality.” 
There are some other reasons why we may tend to _ 
use ECT in this condition. The response to it is 
much more rapid than the response to drug 
treatment. Even paticnts who do respond to. 
antidepressant medication take two to three’ 
weeks to respond to the medication. ees 
If there is a significant degree of urgency, if: 
the patient, for example, has made a serious 
lethal suicide attempt and is likely to do so again, . 
we might consider ECT before a trial of. 






















significant concerns, as they often are in elderly : 
depressed patients, in order to keep the person . 
alive once he has stopped eating and stopped 
taking fluids, we might consider ECT first; or if 
there are medical contra-indications to the use of 
antidepressant medication which has significant -... 
side-effects, primarily involving the cardiovas- 
cular system. bee 
It is somewhat paradoxical, given the perceP> = 
tion of electroconvulsive therapy, but it is a safer “=... 
form of treatment than tricyclic medications for 
many patients. For elderly patients who have 
pre-existing heart disease, for pregnant women 
to whom we always hesitate to administer ae 
medication, for those kinds of patients, ECT '5? 
safer form of treatment for severe depressio#- 
Those are the kinds of situations wher v8 
might consider using ECT without a tial 9 S 
antidepressant medication. In the usual pent = 
the treatment approach is first to try dugs pee 
the drugs do not work, then to fink ae 
electroconvulsive therapy. 






The other condition that ECT is sometimes 
ins 
pe! for is selves Patients with schizo- 


Yas ee Eas Oo 
a sos. By and large, we treat schizophrenia with 


% oS antipsychotic medication and various kinds of 
Rina # psychosocial therapies. There are some relative- 
Fae ae Bey. rare instances where the acute phase is so 


ee tion that we may use ECT to achieve some degree 
A ‘of behavioural stabilization. This is extremely 



















In the past— —and I am talking about in the 1940s 
Bond 1950s when we did not have antipsychotic 
: a iedications—ECT was used frequently for schiz- 
“ophrenia. It is not clear whether it has any real 
jmpact on the course of schizophrenia, and 
E schizophrenia is a relatively rare indication for 
s the use of ECT now. The predominant indication 
Al is for depression. 
aa Let me describe the procedure bricfly so that 
seeeyOU. have a sense of what is involved. When a 
F ohysician feels that ECT is indicated, the first 
withing that happens is that he fully informs the 
spatient about the nature of the treatment, the risks 
a the benefits and attempts to obtain informed 
consent. Af the patient is competent, informed 


an is that many of the symptoms of those 
genta) disorders for which ECT may be pre- 
oF esctibed affect markedly the competence of the 
os “Patient. ‘It becomes a very difficult area at times. 
ee The Clark Teport, for instance, reaches some 
ee anteresting conclusions about how the issue of 
Be ge fompetence Should be dealt with if we are going 
seeess°-Testrict the availability of this treatment 
Modality to competent patients. 
. ~nce consent has been achieved, a series of 
oie investigations is carried out to be sure 
ae a medical contra-indication for the 
the a The treatment consists, first of all, of 
nt being given a drug called thiopental, 


whic : 
his a barbiturate anaesthetic that puts the 
Patient to sleep. . 


so The first thi 
“Foomis that the 


ng that happens in the treatment 
28. then REA patient is put to sleep. The patient 
2 Whie cen ‘i drug called succinylcholine, 
at. Muscles are a ¢ relaxant, so that the patient's . 
cured. th te axed. Once that relaxation has 
Pyeen Nae : patient is given 100 per cent 
me 1 assisted ventilation. Then the clec- 

aced over the patient’s nondominant 
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hemisphere—that is, the cerebral hemisphere that 
does not contain the majority of memory and 
verbal functioning. Then the treatment is admin- 
istered. A seizure 1s induced, but because the 
patient’s muscles are relaxed by the succinylcho- 
line, an actual seizure does not take place. There 
is a minimal degree of muscle contraction, which 
allows us to observe whether a generalized 
convulsion has been induced. This lasts about 60 
seconds. 

Following that, the patient is taken from the 
treatment room to the recovery room. A nurse 
usually stays with the patient for about half an 
hour until recovery is achieved and the patient 
can go back to the ward. 

ECT is also done on an outpaticnt basis. When 
this occurs, we always advise and arrange for 
somebody to be with the patient for at least three 
to four hours after the treatment. 

The frequency of treatment in hospital 
usually three times a week, and a normal course. 
of electroconvulsive therapy is about cight 
treatments. In about 80 per cent of cases the 
outcome is very successful. 

The mechanism of action—how inducing a 
convulsion results in significant improvement 
with depression—is unknown to us, as is the cause 
of major depressive disorders. There is some 
suggestion, predominantly from animal re- 
search, that the mechanism of action of antipsy- 
chotic drugs, which involves making nerve cells 
more permeable to certain chemicals that elevate 
mood, is the same mechanism as in electrocon- 
vulsive therapy, but the permeability is more 
massive and immediate. There is a kind of 
flooding of the nerve cells with this chemical 
neurotransmitter. That is still a hypothesis. 

We have a very effective form of treatment, 
but we do not understand exactly how it works. 
The use of electroconvulsive therapy is based on 
empirical and clinical results. 

What about the side-effects? The major issue 
with this treatment is memory loss. There are 
three different ways of thinking about this. First 
of all, nearly all patients who have this treatment 
experience some degree of memory loss for 
events around the treatment period; that is, for a 
few weeks before and a few weeks after. This 
type of memory loss clears spontaneously about 
six months after a course of treatments. It is 
temporary, transient and of no lasting effect. 
1630 

In a smal] number of patients—and we Go not 
know how many-there is some degrec of 
permanent memory Jess as a result of this 
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loss, but there may be loss of specific memories 
that may be permanent for events occurring 
usually in the time just before the course of 
treatments. 

There is no good longitudinal study demon- 
strating this, but there are anecdotal case reports 
illustrating it. Part of the difficulty is that when 
people become severely depressed, they com- 
plain of subjective memory impairment. Their 
thought processes slow down as part of the illness 
and there is a subjective experience of difficulty 
remembering and concentrating. This makes it 
difficult to untangle whether there is objective 
memory loss, in what proportion of patients and 
whether it is a symptom of the depressive 
disorder. It underlines one of the important 
recommendations in the Clark committee report 
and in our deliberations: that is, the need for more 
research into these matters. 

There is no diminution in the capacity to 
remember in patients who have had electrocon- 
vulsive therapy. In other words, some memorics 
may have been lost by some patients, but the 
capacity to form new memories after a course of 
treatment is unaffected. 

Those are the three dimensions of the memory 
issue: the transient loss of memories around the 
treatment period that occurs in many patients and 
that returns after about six months; a patchy 
memory loss that occurs and that may not return 
in a small proportion of patients; and the fact that 
the ability to remember, the memory capacity, is 
not affected. 

The other side-effects tend to be somewhat 
miscellaneous and not overly problematic: tran- 
sient headaches, some confusion—I am talking 
about effects that occur in the immediate 
post-treatment period that tend to clear quite 
spontaneously. We no longer see the musculo- 
skeletal injuries that used to occur when patients 
were not anaesthetized and did not receive 
muscle relaxants before the treatment and an 
actual grand mal seizure was induced. People 
fractured vertebrae and had other difficulties. 
There are transient changes in blood pressure; it 
goes up a bit during the treatment. ‘The heart rate 
may increase and there may be changes in cardiac 
thythm. Again, these are very transient, occur 
during the treatment and are not lethal. 

There is no evidence of any permanent 
structural brain damage in humans following 
electroconvulsive therapy if it is given with an 
anaesthetic and a muscle relaxant. in the early 
hiicrature, some changes were reported from 
autopsies that were subscquently found to be due 


dure. If you give laboratory animals massive 
amounts of electroconvulsive therapy or shock 
their central nervous system 100 to 1,000 times 
beyond what would be considered for human 
patients, you may be able to produce some 
scarring of the central nervous system. These 
results have not been accepted as being applica- 


ble to electroconvulsive therapy in human ~ 


subjects. he 
As most of you probably know, a recent ~ 
review in the Ontario Supreme Court concluded, 
after reviewing all this evidence, that ECT does . 
not Cause permanent structural brain damage, 
and that is the finding of the profession. . 
The mortality rate for this form of treatment is 
four to five per 100,000 treatments. That is lower 
than the mortality rate for inpatient dental 
surgery. There have been 22,000 treatments 
administered at the Clarke Institute of Psychiatry 
Since its opening, and there have been. no 
fatalities. What is really important to understand .- 
is that the mortality rate for severe depressive . 


disorders is 551 per 100,000. People with severe ~~ 


depressive disorders commit suicide at a very 


high rate, and elderly people with these disorders - he 
often die of malnutrition dehydration. We are 


dealing with a potentially lethal condition in a 


way that is relatively safe and highly effective. aoe 
There are few absolute contra-indications to... 
this treatment modality. One is increased inter- . - 


cranial pressure. Anything that causes pressure ©. 

within the central nervous system to be increased ~ 
is a contra-indication to electroconvulsive thera- ~ 
py because of the increase in blood pressure that «. 
occurs during a treatment. This means basically 


that people with brain tumours should not receive aye 


electroconvulsive therapy. 

The other absolute contra-indications are 
threatened retinal detachment, for the same 
reason-that increasing pressure on the central 
nervous system may precipitate a detachment— 
and patients with very unstable vertebral col- 
umns On account. perhaps, of severe rheumatoid 
arthritis. Those are the three absolute contra 
indications now. 

Relative contra-indications, where we are 
looking at risk-and-benefit kinds of issues. 
include recent miocardial infarction. becaus¢ 
there are some changes in heart rate with the 
treatment; aortic or cerebral ancurysms, cond 
tions which may be worsened by rises in blood 
pressure; recent intracerebral haemorthages ane 
the use of a particular iype of medication, 
menoamine oxidase inhibitor, which themselves 
may cause hypertensive crises. These are the 
kinds of things we are ruling out when we do He 





- 





te" medical work-up in preparation for electrocon- 
ee yulsive therapy. 
Mic The last issue I want to comment on before 


e moving to our committee work is the issue of the 
concern about ECT, because it is a safe and 
effective treatment modality that we need for 
Zhe those drug-resistant patients who are severely ill, 
1k put there is a lot of opposition to it. 


: Sree] think the concern is based in a number of 
kjsreas. First, there is the early history of 


352" electroconvulsive therapy. When ECT was first 


ia 
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: Se discovered in the late 1930s and began to be used 
mein the 1940s and 1950s, there were no other 

Ge ‘treatments for the major mental disorders. We 
gene did not have antipsychotic medication for schizo- 


je phrenia and we did not have antidepressant 







ane 










as ‘drugs, so ECT was used relatively indiscrimi- 
alee nately. Everyone was given a trial of electrocon- 














ee -vulsive therapy because nobody really knew 
Tee: ewhat it was good for and there was nothing clsc. I 
Reece, think there are still people around who lived 


BREET Ry “ae 
seeeeccmodality was used. 
ESAS 
mentioned, up until the early 1960s no 
=. anaesthetic was used, no oxygen was applied and 
a p RO muscle relaxant was available, so a person 
a.tex Was brought into a treatment room, given a shock 


geero: and had a grand mal seizure. It was a terrible 
Sees thing to witness. It is still the only procedure in 
: ‘ Si ruary that requires a general anaesthetic. I 
oar ¢ sunk these are issues in people’s ability to look 
a fationally at the procedure. 
gecseee The concem about side-effects is a valid 
meezconcem, We need to do more investigation, and 
= the fact is that we do not yet understand the 
Mechanism by which ECT works. All these 
Contribute to the concern about the continuing 


use of this treatment modality. 


eee you a brief sense of the frequency with 
te we use ECT: in the Ontario hospital 
on i. ee hospital has 413 beds, and we treat, 
With en two to three patients per month 
Stine toconvulsive therapy. There tends to be 
a6 Dsychia rales of it used in general hospital 
Swath tes units because they tend to be dealing 
“Ontarte cued ill patients, but within our own 
Ce Aeauens Spital system, that is pretty close to the 
: y throughout. 
: BS! Our ex 
- >>) WU vatients 
£0 














Perience in the past year, 80 per cent 
r the aenae received BCT mae thelr consent 
See Phe ape in the other 20 per cent of 
Ot have i Be consent trom relatives. We did 

£0 the route of going to a review 


u 
COAT A ai 

ard in any cases ; he past year. That is the 

R : in tic past year. {Hat is the 
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route that has been available if a competent 
patient refuses ECT and the physician seeks a 
treatment order. That is done very infrequently. 


Mr. Andrewes: I missed the first figure on the 
frequency. 


Dr. Wasylenki: In the past year, at our 
hospital, it has been two to three patients per 
month. 


1640 
Mr. Andrewes: That is in Whitby? 


Dr. Wasylenki: Yes. | recently looked at the 
figures for the most recent nine-month period for 
five hospitals in the province for which we have 
data, and there were no cascs that have gone to 
the review board for treatment orders for those 
five hospitals. This is background. 

Concerning how I got involved in this: as you 
know, back in December 1983 a decision of one 
of the provincial review boards to authorize a 
course of ECT for a competent involuntary 
patient was appealed in a district court. The court 
found that the revicw board was within its 
jurisdiction to authorize the treatment. As a 
result, press reports and the Ontario Coalition to 
Stop Electroshock brought all the controversy 
surrounding ECT to the attention of the public. 

In February 1984 the former Minister of 
Health, Keith Norton, appointed Charles J. Clark 
QC. to head an interdisciplinary review of 
electroconvulsive therapy in Ontario. Their 
report was tabled in the Legislature in December 
1985. After that, [ was asked by the mental health 
area to convene a committee within the mental 
health area involving representatives from the 
Ontario hospitals to look at the issue of 
operationalizing recommendations of this report 
within the Ontario hospital system. The pivotal 
recommendation in the report was that ECT 
continue to be available in Ontano. with 
extensive safeguards based on sound legal, 
ethical and medical principles. It was really the 
issue of those safeguards to which our committee 
addressed itself. * 

The committee consisted of the medical 
directors from five of the Ontario hospitals, two 
of the chief executive officers of Ontario 
hospitals and two psychiatrists from the depart- 
ment of psychiatry at the University of Toronto. 
We spent a lot of time on this. We met six times 
between February and October 1986. We sub- 
mitted our repert in October 1986. | was present 
at a meeting with representatives of the Ontario 
Medical Association, the Ontario Psychiatric 
Association, the Ontario Hospital Association, 


the Association of General Hospital Psventatric 
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Services and the Ministry of Community and 
Social Services to discuss this report further. The 
meeting was convened by Mr. Corder. The 
report was then reviewed by all the medical 
advisory committees within the Ontario hospitals 
and is now in the process of being implemented. 

I am not going to go through the report in 
detail. I would like to explain the four major 
sections of our report. The first section consists 
of a set of medical staff guidelines for the use of 
electroconvulsive therapy. These address issues 
such as the type of information with which 
patients need to be provided, the nature of the 
consent that has to be obtained, the nature of 
recording in the clinical record, the need for 
ongoing dialogue and assessment of the patient’s 
competency, the need for a second opinion in 
certain situations and comments about guidelines 
regarding who should be administering ECT in 
various Clinical settings. 

We also included a guidcline with regard to the 
issue of patients wishing to revoke consent, 
explaining that in some situations normal anxiety 
results in concems about continuing treatment, 
but that in other situations physicians must 
carefully assess and respond to a patient’s desire 
to discontinue a course of treatment. 

That was the first part of our set of recommen- 
dations: that is, the guidelines that we have 
proposed be incorporated into policies and 
procedures in the 10 Ontario hospitals: 

The second part of our recommendations 
addresses standards for electroconvulsive thera- 
py equipment. There is in Canada a standard 
developed by the Canadian Standards Associa- 
tion that refers to equipment safety, which is 
applicable to electroconvulsive therapy equip- 
ment. What we lack in Canada‘are performance 
standards for ECT equipment, standards that 
address issues such as how much energy an ECT 
machine should be able to deliver, the duration of 
current, etc. We have recommended that the 
Canadian Standards Association, in consultation 
with the Canadian Medical and Biological 
Engineering Society, develop performance stan- 
dards for electroconvulsive therapy equipment to 
be used in Ontario, and that subsequently all 
clectroconvulsive therapy equipment be exam- 
ined by a qualified biomedical engineer to ensure 
that those performance standards are being 
achieved and that equipment that does not meet 


the safety and performance standards — : with- 
drawn. The process of developing thasc perfor- 
mance standards is under way. 


The thi ee section of our report addresses what 


both we and the Clark Eleciro-convulsive Ther: 


py Review Committee think is an important 
issue, the collection of standardized information 
on electroconvulsive therapy in the 10 Ontario 
hospitals. We have suggested an approach to 
recording that would ensure the same data is 
recorded for each individual treatment and each 
course of treatments in each hospital. We would 
be able to look at patterns throughout the 


province and identify issues that arise with the- 


use of this treatment modality. This is a format 
that has been developed and used at the Clarke 
Institute of Psychiatry and has been piloted in 
two of our Ontario hospitals. It now has been 
accepted by the medical advisory committees of 
the other eight hospitals. 

In the final component of our report, we 
brought to the attention of the ministry some 
examples of the type of written educational 
material we think should be made available to 
paticnts to whom electroconvulsive therapy is 


3 
ae 


being recommended. It outlines in very straight- 


forward fashion exactly what the treatment 


consists of, what the procedure is like and the .' 


pros and cons. This information is being 


reworked to make it clearer for our patients 


because the stuff we could find is a bit jargonish. 
Most of the recommendations of our commit- 

tce are in various stages of implementation. They 

have been generally well accepted by the medical 


advisory committees in our hospitals and are — - 


being looked at very carefully by the psychiatric — 3 


units in general hospitals throughout the province ce 
with a view towards applying them there as well. « 


Hon. Mr. Elston: For the purposes of the ~~ 


record, now that we have had all the background 
information, perhaps the doctor can identify 
himself and his position so that we have it in 
Hansard. 


Mr. Chairman: That is the sort of thing any 
good chairman would have asked. 


Hon. Mr. Elston: Sorry about that. 
Mr. Chairman: Silly devil. 


Hon. Mr. Elston: I did not want it to pass at 
this point. 


Dr. Wasylenki: My name is Donald Wasylen- 
ki. I am the psychiatrist-in-chief and clinical 
director at Whitby Psychiatric Hospital. 


Mr. Chairman: Thank you. As one of the 
people who is irrationally opposed to the use of 
what I call abhorrent behaviour on behalf of 
psychiatrists in the province, perhaps I can ask 
you a few questions that seem to have beeh 
fuzzed over in what you have put forward. HOW 
iculale is the electric shock? Describe the electric 
snock more thoroughly for us. 
































Dr. Wasylenki: It is difficult to describe 
pecause it depends on the type of machine that is 
used and the shape of the wave form that is 
administered. The machine most commonly used 
in the province today delivers a sine wave type of 
ve“eurrent. The amount of energy is usually in the 
area of about 100- 

“: Mr. Pierce: Amps? 

‘Dr. Wasylenki: No, it is the current measure. 
{ am talking about the energy level; hertz of 


meone. enclgy. 
ast! Mr, Chairman: That is a good word, is it not? 
i There are different machines. What is the range 
weteof these machines around Ontario in terms of 
#5¢*2 their output? 
oe Mr. Pierce: Hertz is the voltage. 
ae ei Dr. Wasylenki: Hertz is the measure. It is the 
“eamount of energy the machine is allowed to 
a produce. The problem is that resistances and 
Asother parameters vary so you are never sure 
He exactly how much energy is being administered. 
SeaebeeThe issue with regard to equipment that needs 
#47 to be clarified is whether the newer machines that 
weree-deliver pulses of energy are superior to those 
‘delivering a single current of energy. There are 
%, basically two types of machines, machines that 
‘deliver a fairly continuous amount of energy and 
zy,machines that deliver pulses of energy. The 
e7-eeliterature suggests that the pulsatile wave form is 
y=: probably desirable because you can produce a 
sq, cONVulsion with less total energy. In fact, most 
siete hospitals replacing equipment are replacing it 











es ‘with machines that deliver pulsatile energy. The 


erformance standards that are developed will 
likely recommend this. 





#However, some more recent literature sug- 
Bests that sometimes, with these newer ma- 
Chines, convulsions do not occur with the lower 
amount of pulsatile energy and that more 
dee energy is being administered. The 
any ility of the newer type of machine over the 
46'"be YPe is not quite as clear-cut as it appeared 
~~ €ven six months ago. That is why the 
Performance standards need to be developed. 


in he ee I always find it amazing that 
offusing a an electroshock therapy we started 
and that roae ing we did not know would work 
So hot oot a i have no idea why it works. lam 
: What ue ape time asking questions about 
eho were ee 1S, given that some of my frends 
‘ siya ee are nO longer with us. I find 
Sti have a tits adininistering this stuff but 

Rete Worked out such things as standards 

© amount of energy that should be applied. 
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In terms of medical ethics, I find that incredible. 
Can you explain a little more the physiology of a 
convulsion and what happens when this electrici- 
ty goes through somebody’s head? 


Dr. Wasylenki: First, I want to make it clear 
that electroconvulsive therapy machines are 
carefully calibrated and are allowed to deliver 
energy within only a very narrow range. There 
are performance standards for these machines in 
various jurisdictions. Most of the machines are 
manufactured in the United States. The Ameri- 
can Psychiatric Association has performance 
standards that it recommends and that are 
enforced. Performance standards have not been 
developed in this country and it is our feeling 
they should be. The machines are produced in 
conjunction with performance standards that do 
exist. It is not as if any manufacturer can produce 
a machine in any way he wants to. 


Mr. Chairman: How were they developed? 
Can you give us a history of how these standards 
were developed in the United States? Were they 
based on trial and error and watching what 
happencd? Is that not what it was? 


Dr. Wasylenki: It was based on clinical trials. 

There was a second part to your question, what 
happens when a convulsion occurs. Part of the 
central nervous system, the reticular activating 
system which is deep beneath the cerebral cortex, 
is activated by the electricity that is produced. A 
generalized state of hyperexcitation of the central 
nervous system occurs so that neurons discharge 
spontaneously throughout the central nervous 
system. Chemicals are released when neurons 
discharge and it is felt that some of the chemicals 
are neurotransmitter substances that are depleted 
in people who develop severe depressive disor- 
ders. It is a kind of flooding of the central nervous 
system with neurotransmitters that tend to 
produce a state of euphoria and elation. 

This is the same thing we think antidepressant 
drugs do, only they do it much more slowly. That 
is why it takes two to three weeks for those drugs 
to start working. You have to build up the levels 
of these neurotransmitters. It is thought to be 
basically the same process, but with electrocon- 
vulsive therapy the process happens much more 
quickly and probably in a more concentrated 
fashion. 

Mr. Chairman: Are there any jurisdictions in 
the industrialized world that Go not use electro- 
convulsive therapy? 

Dr. Wasylenki: None that J am aware of. As 
you probably know, in Berkeley—I am not sure 
whether that is a municipality—electroconvulsive 
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therapy was banned several years ago. It has 
since been restored. That is the only jurisdiction | 
am aware of where the treatment modality was 
disallowed for any length of time. 

Mr. Chairman: Is it allowed all through 
western Europe and North America? How many 
kids, people under the age of 18, were zapped 
last year? 

Dr. Wasylenki: None that I am aware of. It is 
very rare that electroconvulsive therapy is 
prescribed for anyone under the age of 18. 

Mr. Chairman: The Clarke Institute of 
Psychiatry has done them before. I know because 
I raised it two years ago. 


Dr. Wasylenki: I was talking to a very 
experienced child psychiatrist at our hospital. 
She could remember only one case in the 
province for a person under the age of 16 during 
the time of her experience. The only situation 
where it would be imaginable to use electrocon- 
vulsive therapy on somcone under the age of 16 
would be in a very rare condition that is called 
juvenile onset manic depressive psychosis where 
a young child may develop the same severe 
depressive syndrome we sec in adults. This 
would be done only after very extensive consul- 
tation within child psychiatry. It would be a very 
unusual occurrence, certainly in Ontario. 


Mr. Chairman: The figure I remember from a 
few years ago was six, that they may have been 
16 to 18 years of age. 


Dr. Wasylenki: Perhaps closer to 18. Wheth- 
er you would even consider it has to do with the 
matunity of the central nervous system. There are 
some 18-year-olds who are physiologically and 
developmentally very adult and who develop 
major adult mental disorders. 


Mr. Chairman: What is the oldest age range 
you are administering it to in Whitby? 

Dr. Wasylenki: We administer electrocon- 
vulsive therapy when there are good indications 
for it to psycho-geriatric patients, patients over 
the age of 65. There would be no upper age limit. 
One of the points I want to emphasize is that for 
many elderly people, this is a much safer 
treatment for severe depression than antidepres- 
sant medications. Many people who are older 
and who are depressed have pre-existing cardio- 
vascular probiems and the antidepressant drugs 
cause cardiac arrhythmias and hypotension as a 
Major side-eifect. When you are dealing with 
someone in his 70s who is severely depressed, 
who has stopped eating and drinking and who is 
essentially muie— ma am Aine aout a case not 


long ago, orought in from a shack in northern 


Ontario—it is sometimes much safer to think 
about electroconvulsive therapy than about antj- 
depressant medication. There is no upper limit to 
the age range. 

Mr. Chairman: An 80-year-old in Ontario 
may receive this therapy for depression? 


Dr. Wasylenki: Yes. 


Mr. Andrewes: You mentioned that the 
general hospitals that have psychiatric units were 
considering guidelines. As a general guideline, 
are you convinced that psychiatric ‘units in 
gencral hospitals should be using ECT? 


Dr. Wasylenki: Yes, I am; certainly. 


Mr. Andrewes: What sort of support can you 
give to that? 


Dr. Wasylenki: The same support I suggested 
earlier. Seven out of every ten severely depressed 
psychiatric paticnts can be treated with antide- . 
pressant medication. That leaves us with three 
out of every ten who do not respond. The 
question then becomes, “How do we approach 
those paticnts?” There is nothing else we can do 
for them. Often, when the depression becomes ~ 
severe and after a period of attempted treatment 
with antidepressant medications, the patient is 
essentially unresponsive and clectroconvulsive 


therapy becomes the only treatment modality we | °= 


have left. 

There are some people who feel that saat 
treatment of major depressive disorders may be 
the number one public health problem we are ~ 
faced with in North America. There are many, - 
many severely depressed people who do not — 
receive any form of treatment. There are many ~ 
severely depressed peopl2 who do not receive —. 


-electroconvulsive therapy when they could bene- «>. ; 


fit from it because of some of the fears we talked 


about. To me, that is the support for the use of — .:~ 


ECT in general hospital psychiatric units. 


Mr. Andrewes: I am looking at a number of 
Clark’s recommendations. The first two, three OF 
four deal with second opinions on ECT proce- 
dures. I have not seen your report, but ] assume 
some of those suggestions are incorporated when 
you talk about medical staff guidelines. 

Dr. Wasylenki: Yes. 

Mr. Andrewes: Is the staff available in 4 
psychiatric unit of a general hospital to satisfy 
that kind of support requirement? 

Dr. Wasylenki: In most areas of Ontario now: 
it would not be difficult to obtain a Sortvel 


UE : fy 
omen ae pepe ats for any reason in cokers 
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ry difficult, but certainly not impossible. In the 
fe cect majority of psychiatric units in general 
‘ hospitals it would be very easy to obtain a second 


A 2 Me Andrewes: Can you expand a little on the 
he “committee” s recommendation on the procedures 
SR: for consent? 
2.2-*< Dr. Wasylenki: First, we have basically said 
ae at the consent, to be informed, has to satisfy 
s2'surrent Canadian standards for disclosure with 

cae to the risks and benefits of any medical 

Ee treatment, and we have outlined our understand- 
a sing of the current Canadian standard. Therefore, 
a the first issue is that the consent must be fully 
@ecinformed. Second, the consent must be free. 
saeThere cannot be any coercive influence. We said 
De ‘that there needs to be a specific consent form for 
ee electroconvulsive therapy in each hospital, and 
that consent form has to include information 
yabout the upper range of the number of treat- 
% “ments for which the patient is consenting. It must 
(also. inform the patient that he has a right to 
fevoke consent at any time during the course of 





















: Ptisks, ‘side-effects, degree or duration of im- 
oe :ptovement or remission, treatment alternatives 


ae Pand ; associated benefits? 


ee Dr. Wasylenki: All those are in our guide- 
5 Pines. We have listed all those things as issues 
a ina must be discussed with the patient by a 
eee physician. The information about those things is 
a al so included in the written material we suggest 


ida 
on Patients be provided with. 

ae Mr. Andrewes: A good deal of this Clark 
report deals with the issue of competence. Can 
YOu expand a little on how the committee feels 
about his recommendations on competence? 


- Dr. Wasylenki: Yes. We did not agree with 
the recommendation in the report that would 
disallow a physician from going to a regional 
: Gece and obtaining a treatment order for 
he ae patient who is competent in 
Sr rae We feel we should still have that 
ES hae ause we do not know what to do with 
os patient if we are not allowed to administer 
- ee : eee in point. Several months ago 
le - aay sex severely depressed and 
inte Sig drink and was wasting away in 
nee tee ie understood what shock treat- 
very cul oe efused them. Therefore, under a 
ats enaition of competence, she was 
‘Petent. She had given un hope and wanted to 


Gite. 


















UE 


Given the recommendations of the Clark 
commission, we did not want to pursue the 
option we had, which was to goto a review board 
and get a treatment order, which we had done in 
the past. This lady knew ECT worked very 
effectively with her. She was eventually admit- 
ted to a general hospital where she became 
delirious as her medical condition deteriorated. 
At that point, she could be seen as incompetent. 
ECT was administered with the consent of her 
son and she improved dramatically. 

If we have to go this route with these paticnts 
every time, it seems to me we are not doing a 
service to anyone. Using a very narrow definition 
of competence, you are handcuffing us in dealing 
with these kinds of patients if you take away our 
ability to g0 to areview board and say: “This lady 
is very sick. She will not consent. We know ECT 
has helped her in the past. We understand her 
refusal to consent is very much a part of her 
depressive state. She fecls she wants to dic, so 
why would she consent to the treatment? We 
would like permission to treat her.” If we cannot 
do that, we have to wait until people are almost 
dead in some of these situations before they 
become incompetent and we can proceed. 

The way the Clark commission tnes to get 
around this a little is by saying: “Maybe our sense 
of what competence means has been a little too 
narrow if we are going to say that if you arc 
competent and you refuse, that is absolute. 
Maybe we have to have a more liberal definition 
of what is competence and what is incompeten- 

e.” They suggest, for example, that patients 
who are unable to express a subtle choice about 
treatment should perhaps be seen as incompe- 
tent. 

Perhaps a patient whose decision is based on a 
single fixed delusion—this is the most problemat- 
ic situation for us, a patient who understands 
what treatment is but refuses to accept it because 
he believes the hospital staff are attempting to 
poison him: that person would be seen as 
competent, using a narrow definition. 

The Clark commission is suggesting maybe 
those patients should be seen as incompetent in 
such situations. in which case the consent passcs 
to the guardian or a relative. If the concept of 
competence or incompetence is expanded a bit. 
we could treat some of these very difficult cases. 
If it remains quite limited and the review board 
option of getting a treatment order disappears, 
we are going to have problems with these 
patients, 

The other 


reconumendation of tne 
commission, iB 


whien [think no one nus taken 
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seriously, was that those patients could be sent 
off to some facility we would develop that would 
be especially for severely ill, competent people 
who did not want to be treated. That seems a very 
regressive solution to most of us. 

It is a very complicated issue. I believe the 
Mental Health Act allows us to look at compe- 
tence and incompetence in a somewhat broader 
way. Not only does it have the concept of 
understanding, that is the patient must under- 
stand the treatment modality, but also the patient 
must be able to appreciate the consequences of 
accepting or not accepting treatment. 

Once you introduce the dimension of apprecia- 
tion, which means the patient has to be able to 
apply the information to his own condition, you 
begin to allow consideration about how some of 
the effects of these illnesses can interfere with 
competence. If a patient is so depressed that he 
wants to die, even though he understands what 
the treatment is can we really say he is competent 
to make a decision about it? That is the issue we 
are faced with in this area. 


Mr. Andrewes: IJ understand we are going to 
have that discussion again on another day. 


Hon. Mr. Elston: It is one we always have to 
go through. It is not only particularly relevant to 
this situation but it is a question that is relevant to 
several other areas where people have requested 
that there not be treatment for any number of 
physical ailments as well. There is the question 
of when a government agency must intrude to 
have treatment delivered to a child, for instance, 
which we have seen just recently adjudicated 
upon in the courts, or at least was about to be 
when some arrangement was arrived at. 

The question of people making a decision to 
refuse treatment when that decision would lead to 
death, and the whole area of the ethics and 
morality of trying to deliver as much treatment as 
possible, is not limited specifically to this area. I 
Saw a program not long ago when I was in 
Ottawa, a US public broadcasting television 
program which dealt with the question of 
delivering intensive treatments to a very small 
baby. The issues are always how far you go and 
how far you can go, when are you being overly 
intrusive and when is the right time to intervene 
Or not intervene. 

This issue on the consent side of psychiatry’s 
interventions with peavle will be brought back to 
us. fam looking at a drat bill now which can be 
introduced in the Legislunire so we can have a 
public discussion in cemmittee, where people 
can come and put thai side of the discussion. We 


SEB Lats RAG eG OL OTe Deere Sree ns fcae ites ‘ gare 
can ave a very thorouga analysis of what we are 


as ¥ 


doing before the amendments to the Mental 
Health Act go into effect on April 1, 1987, 
barring amendment. 

The way in which I am proposing to do that is 
to introduce an amendment to the act so we can 
have our discussion specifically on those items of 
consent. That issue does not then form part of a 
much broader-based discussion which probably _ 
clouded the deliberations of all the people. We 
will be able to put that case—I was going to say 
right here, but I do not want to say which 
committee it might come to. In any event, we 
will have those discussions. 

With respect to the guidelines, I was just 
speaking with the deputy a couple of minutes 
ago. When you advise a paticnt about the 
treatment and the side-effects, the benefits and 
all that, do you do that only at the start of the 
serics of treatments or do you then revisit the 


discussion each time onc of the cight treatments - .” 


in the scries is delivered? 
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Dr. Wasylenki: We suggested in our guide- 
lines that there needs to be ongoing discussion 
between the attending physician and the patient 
about these issues through the whole course of 
the treatment. It is very important to do that. 

Again, it gets back a little bit to the issue of 
competence, but one of the problems with having 
competence adjudicated by a review board, 
which is another new development now, is that 


competence fluctuates in patients, whether they ~ 


are being treated or not being treated. Inresponse _. 
to this question, it is very important for the 
physician to be aware of improvements in 
competence which may occur in the course of 
treatments or developments in the opposite 
direction. 

That is another reason for insisting on ongoing 
interaction around all these issues between the 
attending physician and the patient receiving 
electroconvulsive therapy. ' 

Hon. Mr. Elston: At some stage in the 
delivery of the treatments do you involve the 
family if there is a fluctuation in and out of 
competence? Do you involve the family mem- 
bers as well so you end up having more or less 4 
community approach, as it were, to the accep 
tance of or consent to treatment? 

Dr. Wasylenki: Fortunately. ia modern psy” 
chiatry, not too much goes on without the family 
being involved, in the cases where there is a 
family. One of the problems with patients 19 
Gatario hospitals is that many of them do his 
have families any longer or interested relative 


nLite mines Mia ai 
Certainly, when there is a family invaivee + 
















available, We work with the family throughout 
She course of treatment. 
If we are proceeding on the consent of a family 
member and the patient becomes competent in 
the course of treatments, we immediately shift to 
obtaining consent from the patient, and the 
amily would be involved in that process. 
ion. Mr. Elston: When I am deliberating 
‘upon questions—I was talking about this to the 
*“hairman who just left the chair before Dr. Allen 
“tame in and to a couple of others—one question 
#0 that always goes through my mind is, would you, 
$< a family member who is also a psychiatrist, 
assent to having one of your family go through 





) 


5%, Hon. Mr. Elston: In that situation I guess you 
a cannot find a higher endorsement than not only 
having done it practising, but also endorsing it 


€ifor a family member. 


aS < 
oye 


ae “Dr. Wasylenki: Onc of the most interesting 

accounts is a book written by a man named 
#6 Norman Endler who was a consulting psycholo- 
ive gist at Toronto East General Hospital at the time 
Khe developed a very severe depressive illness. He 

talks about his own feelings about agrecing to 
seachave this form of treatment, his experience with 
Sreit and his reflections now. It makes very 
<ecinteresting reading and it is very informative for 


- “People grappling with these issues. 





ae Triends who had gone through it were no longer 

here. Is there any indication at this stage that 
80ing through the series of treatments causes 
other physical ailments, side-effects which could 
end up in reducing length of life? 


Dr. Wasylenki: None at all. I have talked 
about all the side-effects from ECT that we are 
‘Ware of. The life expectancy of people with 
ajor depressive disorders is not as lon g as other 
; ae because many of them do commit suicide 
Soke are of them die from malnutrition and 
eee ie When they are not treated, but there 
a ‘cation that electroconvulsive therapy 


results j ; : ; 
oan ee In a Shortened lifespan or anything like 










ee * Hq y is WY 7 
As “On. Mr. Elston: We have talked about 


PTessi ete is : 
vi '08, which is the major problem. What 


tha ae - : 
“Tareas might be susceptible? 
Dr. Wasvj 


reeks as . ~ : : 
wn cans: The issue of schizophrenia. 
“Rat has hay 


pened with ECT and schizophrenia 
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over the years is that progressively we have 
realized that although it may at times assist 
behavioural control in people who are clearly out 
of control and whom we have not been able to 
handle in other ways, there is really no therapeu- 
tic effect on the course of the illness in 
schizophrenia. That is why the indications for the 
use of ECT in schizophrenia are now very 
narrow. It tends to be most successful in patients 
with schizophrenia who have depressive symp- 
toms along with the illness. 

The other condition for which ECT is some- 
times used, which I did not mention because it is 
quite unusual to use ECT for it, is mania, which 
is the other side of the depressive spectrum in a 
sense. These are paticnts who are extremcly 
manic, who run about, have pressure of speech, 
have flights of ideas, cannot concentrate, who 
very often get involved in self-destructive 
activities and who can be extremely difficult to 
manage. 

For the small segment of those patients who do 
not respond to medication, ECT is sometimes 
quite effective in getting a handle on the severe 
episode. However, because the medications for 
mania, particularly lithium carbonate, are so 
much better now, we rarely use ECT. It has 
become almost exclusively a treatment for severe 
depressive disorders. 


Hon. Mr. Elston: Can the person who has 
gone through ECT become susceptible to chemi- 
cal therapies after having been introduced to it, or 
do you find that once a patient has received it, he 
must continue it? 


Dr. Wasylenki: When someone recovers after 
a course of electroconvulsive therapy, we usually 
maintain him on antidepressant medication. 
Because the antidepressant medication is being 
administered and the patient is being followed 
carefully, we start to get a feel for when another 
depressive episode is developing and we can 
increase the medication. 

It is much easier to treat someone with 
medication at the beginning of an episode of 
illness. It is like asthma. It does not take much 
asthma medication at the beginning of an attack 
but once a full-blown attack has occurred, it is a 


whole other matter. The same is true of 
depression. 
We are often able to get control with 


antidepressant medication because we are scnsi- 
tized to following the patient. We can identify 
when the depressive episode is starting and 
Increase the medication at that time. It is when 


we get a full-blown severe depressive disorder 
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and the patient is not responding to the medica- 
tion that ECT tends to be the treatment of choice. 


Hon. Mr. Elston: Basically, we are seeing 
this as a continually decreasing therapy in many 
cases. Even in depression, as drug therapies 
become better, this subsides in usage. 

Would you say that Whitby Psychiatric 
Hospital is a typical institution from the stand- 
point of treatment? You mentioned two or three 
patients a month. Would you think there are 
about the same number in the others? 


Dr. Wasylenki: Mes: 


Hon. Mr. Elston: A question that has been 
raised by the deputy is whether there are patients 
who request ECT. 


Dr. Wasylenki: Yes. 


Hon. Mr. Elston: If they do that, they would 
be competent to do that. They make their choice 
and they actually request it. 


Dr. Wasylenki: Yes. A patient suffering from 
a severe depression is in a great deal of psychic 
pain and is experiencing a tremendous amount of 
despair. Some patients who are unable to accept 
even the two or three weeks it takes for the 
antidepressant medication to become effective 
will ask for electroconvulsive therapy. Two or 
three weeks of the kind of suffering these people 
experience is certainly a significant experience 
for many of them. 


The Vice-Chairman: Are those patients who 
have had it previously? 


Dr. Wasylenki: Yes, usually. 


Mr. G. I. Miller: You mentioned the case of 
the older lady whom you could not treat until she 
got to a certain stage. If the family requested that 
treatment, could you have given it to her at that 
point? 

Dr. Wasylenki: No. You see, that is the issue. 
She seemed to be competent, and when a person 
is competent there is nothing the family can do to 
force treatment upon that person. Until April 1, 
1987, only a regional review board can authorize 
that treatment. Families are often very confused 
about this situation and often get very angry 
about it. 


Mir. G. E. Miller: Is that the legislation we are 
contemplating changing? 

Hon. Mr. Elston: The legislation I was 
talking about introducing, which proposed the 
amendment to the amendment, is precisely on 
that point. We cun use tais forum, a very open 
and public forum, to discuss the types of items 
that just came outhere. Limagine we would have 


people from all sides of the question come in and . os 
we could deliberate solely on this item. . 
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Mr. G. I. Miller: We have had a few cases, 
then, with no treatment and yet the husband or 
the wife had to contend with that. 


Hon. Mr. Elston: That will be a more detailed 
discussion in one of the legislative committee | 
forums. It will help us try to understand exactly 
what, not only the people affected but also the 
professionals who are asked to provide the «’< 
treatment or help are forced to work with. Itisan 
extremely important question that we cannot - = 
easily let slide. ie 


The Vice-Chairman: Thank you both ve 
much. ; ete 
Mr. Pierce, I understand you wish to raise a . 
matter. : 


sige 

Mr. Pierce: Yes, I do. The matters I have to - 
raise are riding-related problems of northern 
Ontario. I am sure if the minister cannot respond, * 
he would be prepared to respond in writing at a - 
later date. ie 


Hon. Mr. Elston: I am sure I would. This ° 
would be a good time to get them on the board. If 
I can give a quick answer to them, fine. If not, we 
will take them under advisement and get back to . 
you. xed 


Mr. Pierce: In recent meetings with some of ° 
the doctors in northwestem Ontario, serious - 
concem was raised over the fact that there is no 
rheumatologist west of Thunder Bay or in. 
Thunder Bay. There may be one in Thunder Bay : 
I am not aware of, but I was not able to find this _ 
information. The doctors in Fort Frances are very « 
concerned about how to refer patients to rheuma-.° 
tologists when there are none available. 


Hon. Mr. Elston: I cannot tell you anything . 
more about the availability, but if there were | 
none, we would pay for the travel of the people : 
either to Winnipeg or to an appropriate centre. - 
Maybe there is one in Sudbury or Sault Ste 
Marie; if not, in the southem part of the province: — 
I imagine Dr. Copeman would be interested 10 
that particular professional problem. 


Mr. Pierce: The question being raised by the 
doctors is whether a program could be estab: 
lished where a rheumatologist would be ou tc 
to travel to northwestern Ontario on 4 ay 
regular basis and provide the necessaty ae tae 
ment. Rather than move a Jot of patients ae ‘ 
we would prefer to move a doctor into the aree- 


er our northern 
uid 





« 






Hon. Mr. Elston: Yes. Una 


Ta) 
; i Aen aie he lg died ere Nea we WY 
medical specialist incentive program, » 










o ncourage that to occur, but we would still have 
o find a rheumatologist to do the travelling. That 
; what we would prefer to see. 

-Qur early indications show a change with 
espect to some specialists establishing in Sud- 
“bury, for example, where we were a couple of 
weeks ago at a cabinet meeting. For instance, the 
“referral pattern for the very small babies, the 
2857 ;eonates, born in the new unit in Sudbury has 


oe 


BES dbury. Any time we can encourage that type of 
ee activity to occur, we support it. Our program 
Bass would support the type of travel you indicate. We 
have not yet found the person, at Icast as far as I 


a understand from your question. 

s:°fMr. Pierce: Is there anything in the program 
see administration that would allow you to contract 
Hs for a doctor in Manitoba if onc is not available in 


e401, : 
S43, northwest Ontario? 
2g SOT ANG a 


ue (Hon. Mr. Elston: We have a working 
euaerelationship with the Health Sciences Centre in 














north. Any cutback in the number of doctors 
~ Coming through the universities would reflect on 
. l€ number of doctors who are prepared to make 
Sues of the programs that allow doctors to travel 
, ea ae Ontario. There is a major concern 
ath: ee to have dramatic effects on the 
any doctors who are available for northern 
~ Vntano hospitals. 
ae a Elston: From what I can tell just in 
Positions f e data from the number of training 
cei oF doctors to enter into any kind of 
oe ae to go through their internship, it does 
ayaa to ave been directly affecting the 
tee) © Physicians to northern communi- 
A pe 


be Ton might well argue, ] suspect, that 
Nelause ts 


Vv 
siden You have reduced the number of 
~SENCcles Fis Beane : 

eS, perhaps there will not be enough 
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people to move into northern Ontario. However, 
I can tell you right now, for instance, that 
anaesthesia was brought to my attention, particu- 
larly by one person. We have a very good supply 
of people providing anaesthesia here in southern 
Ontario, so that in some cases people on staff at 
facilities are perhaps not working full weeks, but 
that has not caused a migration of anaesthetists to 
northern Ontario. 

I do not think the fact that we may be 
contemplating a reduction in the number of 
people who will be getting residencies in 
anaesthesia will have a direct bearing on whether 
a person Is going to move into Elliot Lake, for 
instance, where there is a problem. The things 
that really bear very greatly on whether a person 
moves to another community are whether he is 
going to be the only person delivering anaesthe- 
sia in that community and whether there would 
be any support for him. 

Sometimes it is the working conditions. It is 
not that the conditions are that bad, but the fact 
that you are the only person who is going to be 
there on call seven days a weck, 24 hours a day, 
has a bearing on how you might perccive the 
stress you would undergo in delivering that 
service. 

I do not think decreasing the number of 
residencies would have the same impact as that 
other factor would have with respect to going into 
a northern community where we already know 
what support services for specialists, both from a 
peer person position and otherwise, we would 
have. 

In addition to that, I would indicate that our 
graduates of foreign medical schools program 
will add 24 people to pre-internship positions this 
year, there will be 24 funded internships next 
year and the following year there will be a total of 
48 fully funded internships. which really means 
there will be an increase in the numbers of people 
who may be available above the number of 
graduates who are coming out of Ontario 
schools. In fact, the 24 positions— 


Mr. Andrewes: How do you do a calculation 
to get an increase? 


Hon. Mr. Elston: In paid positions there will 
be an increase. The unpaid positions will be. 
eliminated, and that has been one of the big 
issues brought to my atiention by the graduates 
who usually occupy those positions. We will be 
replacing those people with paid positions. That 
being the case, those new positions will be 
available. That in tiself, } do not think, is going to 
solve wheiher a person ultimately goes to 
northem Ontario. 
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Mr. Pierce: Since the doctors in northern 
Ontario know what the problem is in being able 
to get doctors and anaesthetists in northern 
Ontario, what are the answers from the ministry 
with respect to being able to move these people 
out into the northern hospitals? 

The problem we are faced with is that we have 
full operating hospitals that are now accepting 
the fact that they are going to be referral 
hospitals. In fact, they are giving out news 
releases that the individual hospital will be only a 
referral hospital and their comments in the news 
rclease are that they can have a patient ready in 
the air ambulance and at an opcrating hospital 
faster than they can prepare the operating room, 
even if they had a surgeon and an anaesthesiolo- 
gist. 

How do we get past that mentality? If that is 
the mentality of the existing hospitals in northem 
Ontario, then I am sure the message is going back 
to the universitics that there are no operating 
hospitals in the north anyway. 
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Hon. Mr. Elston: From the standpoint of the 
universities, I do not think the question of how 
health care is being delivered out of a particular 
hospital is of interest to them. With respect to 
training, they are interested in making sure the 
person, no matter where he practises, is going to 
be delivering the same high quality of care as is 
expected in any of the associations of specialists 
in Ontario. 

That a person may not be able to practise 
medicine in Sioux Lookout because the board has 
decided that hospital will become a referral 
hospital or whatever, is not something that bears 
on the type or style of training the university 
community understands as being of concern to 
them. They are trying to give a student the best 
training to deliver care to a patient or a series of 
patients. 

I think the only time the universities should be 
aware of the special needs are with regard to one 
of the things being indicated to me by people 
from northem Ontano: that is, perhaps the style 
of delivery of medicine by the general practition- 
er in areas where you do not have the same 
support services, might be the subject matter of a 
special time of training in a more northern area 
than we have now. For instance, perhaps there 
should be some internship positions for Thunder 
Bay, Sudbury or Sault Ste. Marie, to accommo- 
date what are noted as needs in practising in more 
remote areas so that people wil feel at home 
doing it. 


From my standpoint, the question of getting 
people to move into the underserviced areas from 
a medical manpower standpoint has still to be the 
subject matter of our incentive grants. The 
people in British Columbia have a different way 
of pursuing it, and I have been asked in the past 
several times whether I would pursue the BC 
method: that is, no license unless you gotoa «=: 
particular area. Shari 

I have indicated that my position is to follow *> 
the incentive grant system to get people to - 
relocate. I also think it important that we follow -< 
the route of providing some support for those. 
people in more remote areas, helping them with 
their facilitics. We have becn working along the 
opening of the new unit at Sudbury, for instance: 
It is a good support facility for the people who 
want to practise pacdiatrics and for the obstetrics — 
of difficult cases. With that taking place, I think - 
there will be an attraction to the facility because - 
people know it can do certain things and they can” 
work with the facilities there to deal with . 
questions of difficult pregnancies or early deliv- : 
ery in that area. ee 

Mr. Pierce: The problem we deal with on a ' 
regular basis when we talk about accessibility to 
health care is that a number of the smaller : 
northern communities that already have full: 
operating hospitals are losing their surgeons and - 
anaesthcsiologists because of age and are not 
replacing them. Accessibility now becomes a ~ 
major problem to people living in those commu- 
nities. To get the simplest of operations, such a 
appendectomies and tonsillectomies, people are 
now required to travel 150, 200 or 300 miles 
That is not accessibility to health care. ge 


Hon. Mr. Elston: Those questions have 
always been brought up when a person who has < 
been in acommunity for a long time either retires * 
or has decided to take another position. MY © 
community of Wingham is not a northern . 
community but a small community of 3,000 ao 
people with a fully operational hospital along the aioe 
same lines, I guess, as yours. In the mid-1960s ae 
we could not find a physician. We aS ae 
community had to go all over the place looking Ret 
for physicians to attract people to come 11). we ote 
happen to have a goodly number cf physician" 
there now. If I understand what happens: i aoe 
very difficult for a person to be in 4 ea 
community as the first or second physiciai- ee 
get run right off your feet and you nee off 
support of other colleagues not only to take 
some of the weight. | 


Mr. G. I, Miller: That is tho man ng 
: ‘ if Fite ee ryssls 
Advertise the fishing. There are 2c° 


spots up there. 
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thing: 












ee ‘Mr. Pierce: We do not want to do that, either. 
Fo2 you are going to give that one away. 

xt Go ahead; I am sorry. 

= Yon. Mr. Elston: This is necessary not only 
3 attack the question of work load and early 
people in small towns where one or 
duals serve three or four thousand 


a internally so that you can have some kind of 
; “personal support. ew 
All of those concerns were big items when we 


ee ee ceded to seek people. Once we got a number of 
fohysicians coming out, then it became a much 





oe “ever, we went through the same type of problem; 





Wap 
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ae of the hospital administration boards now is that 


: ea they are content to be referral hospitals. They are 


e not pursuing surgeons and anaesthesiologists. Of 
ae Course, the response I get from them is, “The 


a Teason we are not doing so is that any doctor or 






















{0 a small hospital where he is not going to have 
that many operations, or enough operations to 


PRATT 


at SRAM tay 
Sl he, 


If that is the direction we are going and if that is 
3u ¢ direction everybody is accepting, then we as 
legislators have to look at a different system in 
Providing the accessibility limits we provide 
‘Oday. Whereas yesterday you could take your 
Ree cenlld down and put him in the hospital, and he 
Lee Could have that little tonsillectomy and be out of 
Aospital in a day and a half, it now requires five 
Cays for the same operation 250 miles away. An 
Operating doctor in a hospital 150 or 200 miles 
raid IS not as ready to let the patient out, because 
: now has to travel 150 or 200 miles back to his 


we and he is not available for the doctor to 
“amine upon arrival. 








your days, but I do know in 





comiy ‘i ‘ 
ara back from  eastem —Ontario- 
L Vu 4 . ‘ 
wr S<s0ury, Alexandria and in that area, where 
i MEY refer 


f people either to Cornwall or to 
el a bee that the patients who had 
ted Sines surgery, even more complicat- 
or Spence aim not ae about tonsillectomies 
“ner from lines been referred back even 
*inallor . ext eeage and Cormwall to these other, 

; “Pais, and they found it to be a much 


ap ee 
: Wawa 
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better use of their abilities and manpower. In 
fact, they were feeling happy about the way this 
was occurring, because they had the people back 
in the community relatively quickly for convales- 
cence. The same is true with difficult pregnan- 
cies. The results seem to be good for them, and 
the style of practice was helpful for the physi- 
cians. It gave the board members of the hospital a 
level of satisfaction that they were providing 
what was required in the system of care. 

I would be very hesitant when a board of 
trustees in a small community made a decision 
that it could provide better care for its communi- 
ty. If it made that decision by making use of the 
very extensive northern travel equipped emcer- 
gency service, then maybe this is what should 
occur. I find it very difficult to legislate that a 
specialist, a surgeon, should have to go into one 
small town to do two or three operations a month 
or whatever the statistics might be and still pay 
the coverage for the Icgal liability that he gets 
himself into. The same is true for an anacsthctist. 

From my standpoint, as I plan for this health 
system, we have to make sure that the people 
have, first and foremost, the quality of care item 
down pat. I would far sooner sce a surgeon go 
travelling around the communities performing a 
large number of surgerics. That is what could 
take place, I suspect, if the hospital wished to 
make arrangements, and perhaps we could have a 
team of people who would travel. The surgeon 
and the anaesthetist would be comfortable one 
with the other, and I am sure they would be 
comfortable with the physical facilities. That 
might be the better way of doing it than saying, 
“Surgeon X, you must locate in community Y 
and deliver that service so that presence will be 
there.” 


1740 


I was in Sioux Lookout and then went to see 
the Atikokan General Hospital. You were with 
me at that place. In one or two of those centres, 
particularly -Sioux Lookout, an orthopaedic 
surgeon and maybe another one came in regular- 
ly, at least two days a week. 


Mr. Pierce: In explanation of the Sioux 
Lookout situation, they also have a hospital that 
was set up by the federal government and that 
provides serviccs to the northern Indian commu- 
nities. [t is accessed quite heavily by the people 
living in Sioux Lookout. 

Hon. Mr. Elston: Yes, but the surgcon 
actually visited the physical facilitv, the general 
hospital in Sioux Lookout, to deliver the surgery. 
i am not even sure what community he travelled 


out of. From my standpoint. that would be a 
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superior way of delivering service and of making 
sure that a person felt comfortable with his 
competence to deliver the program, instead of 
being put into a community to deliver a service 
and not feeling comfortable that he was able to 
practise enough procedures to stay on top of 
providing the procedure. I would not want to 
legislate that. 

Mr. Pierce: Let me go one step beyond that. 
How do you as Minister of Health recommend 
that small communities construct their hospitals? 
Are we still designing operating facilities into 
new hospital construction in northern Ontario? 

Hon. Mr. Elston: Yes, as far as I know. The 
ones I have seen and been in all have theatres in 
which to provide those services. 


Mr. Pierce: Yet we have not addressed the 
problem of not being able to get surgeons and 
anaesthesiologists in the small communitics. We 
are saying that the best way is to move the 
patients out and the hospitals will become 
referral hospitals; or we are saying that we have 
not yet decided whether we should move the 
doctors in and operate on a number of people at 
the same time or on the same tour. 


Hon. Mr. Elston: In certain circumstances I 
am sure the boards would like to make their 
hospitals deal with the real world. In other 
words, if they do not have a surgeon and an 
anaesthetist who are available all the time, then 
they must make arrangements to make sure their 
patients can be transported. That is wise on their 
part. The fact that we have some surgeons and 
some other specialists who will travel seems to be 
a good reason to make use of facilities outside the 
large centres. 

Our hospital system is currently made up of a 
number of community facilities spread geo- 
graphically in centres of larger population. I 
include the facilities that may be in a village of 
800 or 900 people as being in the larger centres. It 
is not an unhappy occurrence to have the larger 
facilities, where a lot of extra staff people who 
are specially trained are available, dealing with 
the more complex procedures. 

I see nothing wrong with making use of 
facilities outside those large centres, which are 
generally booked quite heavily and where the 
time pressure is quite heavy for the use of 
operating time. I see nething wrong with the 
surgeons coming from outside the area and 
making use of operating facilities in the commu- 
nities for such things as tonsillectomies or 
whatever. Those can be coinfortably dealt with 
and handled in those facilities. That is a superior 


- way of doing it. 


Some physicians have told me that when they 
have sat down and analysed what was happening, 
as persons from a small area they would not be 
able to handle a procedure such as a heart bypass: 
they would refer that to one of their surgeon 
colleagues ina larger centre. All of a sudden they 
discover that all those procedures were being 
referred on, but the types of procedures that 
could be handled in small communities were not 


being referred to them. There was time available 


in those operating theatres that might be used to 
accommodate people who did not have as serious 
a problem. 

I am in favour of making use of the facilities 


wherever they are, as long as we have people 


who are appropriately trained to deliver a service 
and as long as we have facilities that are able to 
accommodate the recupcrative requirements of 
the patients. 


Mr. Pierce: Am I to understand that -the ory 


ministry is currently looking at some kind of 


program where small communities that have ~~ 


operating theatres would be provided with 


travelling doctors in order to provide the kindsof 
operations you are referring to? aS ee 
Hon. Mr. Elston: The medical specialist ~~ 


incentive program will provide specialists with 
funding to travel now, if we can find the people to 
travel. 


the program to small communities such as 


Atikokan or Fort Frances that are fortunate — 
enough to still have surgeons and anaesthetists 


but are afraid they could lose them. 


Hon. Mr. Elston: They are not losing them at 
this moment. cee 


Mr. Pierce: No, they are not. We have our 
fingers crossed. oe 

I am thinking of a program beyond the 
program that is available now, which would 
provide an operating surgeon to move out of 
Thunder Bay and go out and perform those kinds 
of operations. 


Hon. Mr. Elston: Our program would allow 
that to occur and in fact would stimulate that, but 
I cannot say that we do not have one if we do not 
have one. Our program would help stimulate that 
type of travel. We recognize that a person who 
might be able to deliver service from Thunder 
Bay on an ongoing basis should receive a jittle bit 
more compensation if he has to do the travelling 
himself, which cuts down on the amount of 3% 
he lias to provide service. 

Kir. Pierce: When I wrote to the ministet 
about a woman who was required to take fet 


Mr. Pierce: I am thinking beyond that part of ee 




























hild to Thunder Bay from Atikokan for a 
S E“onsillectomy, the response was negative with 
Tae: espect to travel grants or any allocations to allow 
: er to travel with her son, which she had to do 
S pecause he was too young to travel alone, stay 
“with him while he was in hospital and travel back 
Be ith him. They kept him an extra day in the 
PRES hospital in Thunder Bay because he was travel- 
eyes jing. There is nothing that assists that individual 
288s" {0 go out of town for that operation even though 
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- rage < 4 ° 
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ence. Hon. Mr. Elston: Is it closer than 250 or 300 


Bed oMr. Pierce: It is 120 miles. 
et Elston: Whatever that is in 





oe : Mr. Pierce: That is right. It is about two and a 
=. half hours in the wintertime. 
“When you look at how the hospital came to be 
jin Atikokan and at the commitment on behalf of 
the people in that community to raise the funds to 
“3 build those necessary facilities, anybody going to 

the hospital and visiting patients can readily see 
Bes there is an operating theatre there, but it is no 
px longer usable. 





wie 


«Hon. Mr. Elston: | agree. Circumstances do 






a Sa lunlike Atikokan, except you have more people 

than are in my home town. 

eka “Mr. Pierce: But you have a surgeon; I do not. 
Hon. Mr. Elston: That is right. We have a 

@ Person who performs surgery, but we have only a 

Part-time anaesthetist. In other words, the 

=" Practice is basically that of a general practitioner, 

and he fills in as an anaesthetist. 


“Mr. Pierce: That is 100 per cent better than 
What I have. 


7 ao oe 

Pee Elston: It is one person better. If 
ee ie Rais a decision to move to another 
“my town : ec with young physicians in 
circuitstate ore, then we are lett in the same 
C eXeeption: ae as you are, with perhaps one 
ore = three other papier eee 50 miles we have two or 
fa ably ect * ee trom which we can reason- 
ee tat mdi raveiling done to fillin. All of us 
oar pea, - eau. are at a disadvantage when 
$206 ayo eb: personnel. am not at a 
_.~ * 4M going to legislate that people 

~ 1 certain areas or not practise at all. 
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Mr. Pierce: You must admit it is getting 
worse instead of better. We are not progressing in 
providing health care in small communities 
throughout Ontario. 

Hon. Mr. Elston: No. I disagree. 


Mr. Pierce: If you are having the same 
problem | am having, then we really have a 
problem. 


Hon. Mr. Elston: There are problems in all 
those small facilities, no matter where you go. I 
would say our delivery of health care is much 
improved. 


Mr. Pierce: It is dependent on a helicopter 
being able to get in the air. It is dependent on the 
availability of a helicopter— 


Hon. Mr. Elston: Where there was none 
before, there is now a helicopter. 


Mr. Pierce: It is dependent on the availability 
of a theatre in a community that already has a 
population of over 100,000 people. There are a 
lot of factors, considering that all it depended on 
previously was being able to get the paticnt in a 
car and to a hospital within 10 or !5 minutes. 
1750 


Hon. Mr.. Elston: That may be right; it may 
not be right at all. 


Mr. Pierce: It was nght in a lot of cases. 


Hon. Mr. Elston: If you go through the 
history of those communities, there has always 
been a bit of a problem in trying to attract a 
person to make sure that a hospital facility was 
functioning. Historically, it has been a problem 
in our area, as it has been in your area. 

One of the big problems in being a physician in 
a rural area always has been not necessarily that 
you were paid in eggs. chickens and all those 
other things but that you were probably the lone 
person—or perhaps with one other, as was the 
case in our community for a long time—and you 
worked night and day. That caused some rea! 
problems in recruiting others to come in. 

The situation now is such that I can have a 
helicopter come into Wingham, if need be. The 
service to the people of Wingham is much better 
because the helicopter can land in a parking lot at 
the school and can transfer the person to London 
in most cases, or to Toronto if need be. 

The same ts true for your situation. In 
particular, where we have done a much better job 
of organizing our emergency health services with 
respect to reacting to trauma, we are much better 
off in delivery of heaith care to northern Ontario 
than we were before. We are much better off in 
being able to es to high-risk 


deliver servic 
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pregnant women in Sudbury because they can 
now stay there. Twenty or 25 people who would 
have gone to Toronto, referred way out of the 
community, no longer have to go; they can stay 
there. 


Mr. Pierce: There is still a big void out there. 
Even though you are providing the service in 
Sudbury, there is still a void west of Sudbury that 
is wide open. 

Hon. Mr. Elston: In any community, you will 
find a series of problems in terms of needs. From 
my standpoint, one of the difficulties a person 
gets into is that if he thinks an anaesthetist for 
Elliot Lake will solve the problems, then he does 
not understand the health system; it is continually 
changing, and we will need all kinds of people to 
do different things. 

One of the other items helping us be more 
flexible in delivering care is the fact that we have 
more health professionals delivering services. 
Even though we necd to recruit more physiother- 
apists, the fact that there are physiotherapists 
able to deliver service in localities is helping. The 
fact that we need more chiropodists does not 
mean the people already there are not delivering a 
very good service. We are using our public health 
units to deliver some dental programs. All that 
stuff has improved. The fact that we are 
delivering alcohol and drug addiction programs 
through various community bodies means the 
health care of northern Ontario and other areas is 
being improved. 

That does not mean we do not have a lot of 
problems. There are any number of areas where 
there are not enough speech pathologists, physio- 
therapists, occupational therapists or people able 
to communicate in languages other than English 
to deliver those services. That is always going to 
be the problem we wrestle with, to make sure we 
can meet needs which are always changing. 

We do not have any centre yet set for training 
people to provide services to the elderly, but we 
are working on it and in a short time will end up 
having a lot of people trained to deliver those 
services. We have the makings of some very 
good people. Dr. Ronald Bayne in Hamilton has 
been working on some facilities. Dr. William 
Dalziel, who was up in Kenora not that long ago, 
is working out of Ottawa on some excellent 
training programs. 

Mr. Pierce: Those are all great REA ns and 
are no doubt weil used by the people of Ontario. 
That oe NOU Ans Wer pe pane m for uy ins person 


town and bee ndrive a se oi nundred tiles for 


a tonsil operation for a five-year-old. We are stil] 
back to square one. 

Let me ask you more specifically a couple of 
questions in relation to two communities in my 
riding; one is Ignace. Is the Ministry of Health 
considering a holding-bed hospital for Ignace? 

Hon. Mr. Elston: Not at the moment. I do not 
have a formal application in front of me, but that 
does not mean I am unaware of their desire to 
have something more than a pre-op Station. 


Mr. Pierce: They have a clinic, but the 
funding to the clinic was cut. 

Hon. Mr. Elston: I have not got to the stage of 
analysing a proposal in my office for a holding-- 
bed facility, whatever that may mean. They 
would probably be able to get— 

Mr. Pierce: If you have some information, 
can you provide it for me? 


Hon. Mr. Elston: I do not know that I i a 


any for you, but] will provide whatever I have... 
Mr. Pierce: All right. . 


Hon. Mr. Elston: I am not unaware ° of your .° 
interest in such a facility, but in terms of the Sore 


clinic— 


Mr. Pierce: The problem is there are some 
people running around Ignace who are saying — 


that a hospital is going to be built, that the 2 | es, 
building permit has been taken out and that if --"- 


should be built by the spring. I do not know -. 
whether that will be before the election or just 
after the election, but that is what the talk is in . 
Ignace. I would like to be able to assure the 
people of Ignace whether a hospital is going to 
built, and it should come from a credible source Bs 
such as the minister’s oifice. ay ee 


Hon. Mr. Elston: There is acertain timeliness 
in their attempts to get it off the ground and 
going, I suspect, but I have not given the 
approvals for such a development at this stage. I 
do not know what they are doing. As I understand 
it, they are working on their clinic, are they not? 
Are they not augmenting the size of the clinic 
available there? 

Mr. Pierce: They are doing some rearranging 
of the existing clinic; that is right. 

Hon. Mr. Elston: I understand that 
happening, but in terms of building bids of 
eve I do not know about that. 

¢. Pierce: Okav. [ think it is only fairt 
bal 2 of Ignace that they have an idea whethet 
what is being 1s said is true. There are a number 
of rumours being floated around Ignace by Sane 
people that everything is in place and tt is just 


is 


Oo the 
















Sore 


Ger idthe buildings. == 
E90 1 am sure the hospital in Rainy River has been 
Sought up within the ministry. I understand the 
my proposal is to build a multiple-use hospital with a 
“number of acute, chronic and extended care 
‘peds. At what stage is the ministry’s commitment 
Ct the hospital in Rainy River? 
epee Hon. Mr. Elston: We can probably have 


ee ster of getting the sod turned and starting to 





Bee: 
22 Randy Reid, who is the assistant deputy minister 


YeCR of Health, institutional health, tell us a little bit 
ees “about Rainy River. I am aware of their desires. I 
“have even had some chats with the folks from 













wee Mr. Pierce: Ycs. 


Pt 








f2 Mr. Pierce: Gordon Armstrong? 
> eae 

oe Hon. Mr. Elston: They brought up the 

xe but Mr. Reid will be able to give you more on 


rau that. 


















=e = that selection to the ministry. I wonder where we 
2 = Hon. Mr. Elston: It has a long history, as | 
ese understand it. 
a -¢:. Mr. Pierce: The Ministry of Northern Devel- 
keyg, OPment and Mines committed some money for 
pee extended care. The community, through the 
5 ey Rainy River Valley Health Care facilities, looked 
@g¢ al adding on to the hospital. There are people in 
; athe community who still feel the extended care 
Wings can be added to the hospital. There are two 
Pinions on whether they can. 
Hon, Mr. Elston: What is your opinion? 
: Mr. Pierce: My opinion is that the people in 
any River will decide what best suits their 
leeds. 
oe Mr. Elston: That sounds like a reason- 
on Pais of position for a local member to take 
ae Pierce: That is right. Any addition to the 
_ 2 ng hospital could be part of the acquisition 


eee OE Woney ; 2 x 
. ay Perty surrounding it. There are a number of 
*. f8CtOrs | 


Pole. Hon, yy : 

Se nine Mr, Elston: | am looking at the latest 
ben atiy Tim< I } 4 ; 

38 eae ation we have, from the middle of 
a ss Sember, 


tive offices on minsty asked the chief execu- 
meference mt 0 provide the proposed terms of 
ae “ating ta the review of whether or not 

~" TO0spital complex should be developed.” I 
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take it that since there has not been an update, we 
are awaiting that material. As soon as we find out 
what is being proposed, we will take a look at 
authonzing them to proceed with the review, so 
we can have a vicw of what they expect to 
accomplish. 

Mr. Pierce: I believe the ministry is in receipt 
of some correspondence from a concerned 
citizens’ group as well as from the mayor and 
council. 


Hon. Mr. Elston: I do not doubt we have 
probably received some. I usually receive 
concerned citizens’ mail on most capital devel- 
opment projects that have either not followed the 
traditional path or— 


Mr. Pierce: There are some fears in the 
concemed citizens’ group, of course, that it 
could lose its funding from the Ministry of 
Northern Development and Mines for the extend- 
ed care wing, which was allocated at the 
beginning of the ycar. 

Hon. Mr. Elston: I am not sure that is a 
problem they should think will cause them gricf, 
bearing in mind that the Ministry of Health has 
agreed to take a look at the possibility of review. I 
can check, through Mr. Reid, with the people at 
the Ministry of Northern Development and 
Mines to ask whether that is a problem. I suspect 
that 1s not a problem, because the two organiza- 
tions work very closely together. 

I can tell you that the Ministry of Health 
prefers working closely with Northen Develop- 
ment and Mines. In fact, the extended care bed 


- program and the EldCap program authorized by 


Northern Development and Mines has been a 
great help to the people in northern Ontario and to 
the development of the community health care 
abilities in those areas. I do not think we would 
proceed without advising people that there may 
be a jeopardy. I would not expect any, but we can 
check and advise you. 


Mr. Pierce: Can you give me any idea of how 
large a proposal is planned? Can you tell me how 
many chronic beds, acute beds and extended care 
beds? ) 

Hon. Mr. Elston: I could not do that. but Mr. 
Reid tells me we have not seen that ourselves and 
I suspect that will be some of the infermation that 
we will be looking at, and the terms of reference 
within which the review would be worked on wiil 
help them move towards thase numbers, but we 
do not have it yet. 

Mr. Pierce: Could you provide me with that 
information and the estimated 


faciiv? 
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Hon. Mr. Elston: Since we do not have it, I 
cannot. ; 


Mr. Pierce: When you get it. 


Hon. Mr. Elston: Sure, but it does not mean 
much until we know what the review is going to 
accomplish. I will certainly provide you with 
information. Any member who is letting the 
community decide, I am sure, would like to 
know what they are deciding before they go too 
far. 
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The Vice-Chairman: Mr. Pierce, that finish- 
es your questions? 

Mr. Pierce: Yes, it docs. 

The Vice-Chairman: You timed that very 
well. We are now at six of the clock. I will 
adjourn the session until tomorrow afternoon 
after orders when we will resume our discussion. 


The committee adjourned at 6:01 p.m. 
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he committee met at 3:28 p.m. in committee 
mi 1. 


$x 


Bhatt 


order. 
Pye. istry 
Note; as I recall. 
Hon. Mr. Elston: Actually, we arc still on my 
eply to the opening statements. I had started to 
Address a couple of answers and then we moved 
into ‘another area of concern. 
‘Mr. D. S. Cooke: Where the hell is my 
ae) 
e<Hon. Mr. Elston: As I recall, despite the 
intervention of my colleague the member for 
ee Windsor-Riverside, we got into some worth- 
Ee While “discussions about individual members’ 
Beast 


v 


concems, one in particular about ambulances, 





7 


zwhich took up a considerable amount of time. 
ea hen we got into dealing with issues of mental 
; yeealth, as requested by the members. 

st i gthere are a couple of ways we may progress. It 
ets.Unfortunate Mr. Pierce is not here today. He 
= Was here yesterday to raise questions about 
spnace. We have some information on Ignace. 


i ars 
Mr. Andrewes: He is expected back. 


it 
Fe 





eee afion. Mr. Elston: Perhaps I will wait for him 
pias oe, in a little later. Since we may be able to 
seazncte' with this as the last day of estimates, as I 


age it, perhaps rather than listing all my 
2 P ee the r ather complete opening statements 
le . ey Critics, if there are areas of discussion 
Gin ey d highlight, that may be a better way of 
wil gt , If there 1s nothing in particular, then I 

i 80 down the list of questions that were raised 
; Provide what replies I can. 


have ee rma: Let us check that out. We 
essential} ours and eight minutes left, which 
today. ; y means that if we run through to 6 p.m. 
rare a Meory there will be about 20 minutes 











Hy : Jtmain} ‘ 
BS yang Is it agreed that we complete them 
Ser vit ~ May 2 | see nods. 
moo Hen, jy 
ea Rete Mr. Elston: They were not just sleep- 
Mr Chat 
tive Tei sa No. { definitely saw affirma- 
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Do the critics have matters they would like to 
place as priorities to be dealt with in the 
remaining three hours? 

Mr. D. S. Cooke: Can the minister quickly 
run through the topics he was going to respond 
to? 

Hon. Mr. Elston: I have a full list of things. - 
For instance, one is with respect to health service 
organizations and community health centres. A 
letter was read by— 


Mr. D. S. Cooke: Just tell us the topics. 


Hon. Mr. Elston: Okay. The health profes- 
sions Icgislation review was a question you 
addressed. Later on, we got bits of information 
from Mr. Andrewes on the Ontario Council of 
Health and John Evans—on what roles, who, 
where and how. Hospital funding, operating 
budgets and graduates from medical schools 
were among the subjects of Mr. Andrewes’s 
questions. The list goes on. Electroconvulsive 
therapy was dealt with. I suspect this committee 
at some point will probably deal with seniors and 
the nursing home amendments we have intro- 
duced, although I am not sure exactly what 
committee we will appear before. 

I have distribution of talents. I think it is really 
related to manpower. These are my handwritten 
notes of items that Mr. Cooke raised. Others 
include: community and public health nurses; the 
health professions review; the registered nursing 
assistants; naturopaths—that was raised by Mr. 
Andrewes initially, but I think both have raised 
questions about it. There was also a bill of rights, 
which we can talk about with the nursing home 
amendments; rest homes; acquired immune 
deficiency syndrome, which was talked about in 
questions yesterday; environmental hypersensi-° 
tivity; public health; seniors; nursing homes—Mr. 
Cooke raised the Maples Home for Seniors in 
Tavistock—Extendicare and the follow-up on the 
deaths in London in September 1985: and 
inspections in nursing homes, including the 
profit and not-for-profit split, financial disclo- 
sure, advocacy and staffing levels. 

The question of whether the committee will 
travel when we deal with nursing home amend- 
ments was raised by Mr. Cooke in terms of trying 
to give the entire provincial community access to 
us. The Minister of Health is not aware of that 


S-1184 


LEGISLATIVE ASSEMBLY OF ONTARIO ease 


rt 


resolution at the moment, but those who structure 
the committee’s time will know what 1s happen- 
ing there. 

We had a full day on Bills 54 and 55, so I do 
not think we need to go into that. The AIDS 
Committee of Toronto could probably be ex- 
panded to deal with other community groups 
which are just starting to become more formally 
established now. Physiotherapists and the ques- 
tion of pay equity was raised by Mr. Andrewes; 
that is one of the agenda items of the new 
Progressive Conservative Party as opposed to the 
old, I presume. 

Palliative care and access to abortion were also 
raised by Mr. Andrewes. There must have been 
something dealing with over-the-counter pre- 
scriptions and other items—I have just very quick 
notes—but I think we have dealt with a full 
session on Bills 54 and 55. 


Mr. Chairman: Have we dealt sufficiently 


with the problem? 


Hon. Mr. Elston: I do not know whether Mr. 
Guindon has a particular item he wants to raise, 
but while the critics go through that list and sce 
where they want to put some priority, if Mr. 
Guindon has a particular question, I think we 
should address it since this is the last day. 


Mr. Chairman: Is there agreement that the 
two critics will select from that list the ones they 
are most interested in having debate on, and then 
we will alternate back and forth between them? 
While they are deciding on their priorities, Mr. 
Guindon may raise his particular concer. 

Mr. Guindon: While the minister was visiting 
the Comwall area last week, he was speaking 
with those concerned with health care providers. 
At the meeting, I am sure the situation regarding 
chronic care beds was brought up. The situation 
in Cornwall and the whole area is pretty 
desperate. Have you made up your mind or have 
you decided on the allocation? 


Hon. Mr. Elston: No. In my reply to Mr. 
Follon, the board chairman at Hotel Dieu 
Hospital, I indicated that we had not yet made up 
our minds. We have received a recommendation 
from the district health council on the allocation 
of chronic beds in the planning area. J have not 
yet received the recommendations through my 
office. They are being worked on in conjunction 
with all the recommendations for the area, and | 
will probably have a package to deliberate upon 
within the month. 

[have to repeat what I said to Mr. Follon. No, I 
have not made a decision. | know of their intense 
interest. in chrome score. Dens. bAS I 


eX{ra 


reflect on the concerns of people who have to cut 


underscored at the meeting, the reason for the my 
meeting being held in Comwall was not in itself. ~ 
to address specific issues such as those—because * 
we are very much aware of their interest in those “=: 
chronic care beds—but to take a close look at the. 
co-ordination of a large number of services in a 
manner that would allow communication to flow _. 2" 
among the various providers. bo eg 
It is an unusual situation to have hospital ‘ 
administrators and board chairmen at the same ° 
meeting with people who provide home care, 
with owners of nursing homes-there were a . 
couple of those; one was only an administrator ’ 
and the other was an owncr-operator, as I 
understood it—the co-ordinator for psychogeriat- «: 
ric services, members of the district health ~ 
council, a couple of physicians and the medical -. 
officer of health for the area. ies 
Setting up the forum in that manner meant 
there was an exchange of information and ideas 
among people who would not normally be there, 
to get a more global perspective for all those in 
attendance. What happens for all of us—and the © 
Minister of Health is no different-when we are 
dealing with particular issues is that we get our 
attention focused on one small corner of a vast 
and complex area of service delivery. That is 
why I was there, not to deal with the question of 
chronic care beds for Cornwall or for the counties 
of Prescott and Russell, but to take a look at what 
might be needed. Were 
I was very pleased with the forum and the fact 
that Dr. Bourdeau, who is the medical officer of. 
health there, actually brought together some: 
suggestions for dealing with the problems that 
had arisen. Suggestions were made by individu: : 
als that we look at particular problems and how. 
we might get some solutions. It helped for us (0. 

























across various funding programs delivered by the 
Ministry of Health or provided by other munis” 
tries. Mee et 
There is no decision on the chronic beds. ° a 
Mr. Guindon: I am sure you have been oe 
aware that both hospitals are at about 100 per cM “7, 
capacity, that a lot of elective surgery 1S being tFos 
cancelled and that dates are being changed. ice See 
people in my riding have been put back three. 
times. What is your view on that? ; ae 
Hon. Mr. Elston: Interestingly enough. be ee 
question of someone receiving surgery apart ak 
is dealt with by the physictan; he or she po - 
determine the priority of each person mnoien * 
a facility. 
The encouraging part about 
Cornwall area was my visits to the H 


visitiag @ 


awkestey 
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Rok a District General Hospital in Hawkesbury and 
wees the Glengarry Memorial Hospital in Alexandria. 
‘<7 discovered that in both of those locations there 
& vas now a much heavier use of those facilities by 
Scam and Ottawa for the purpose of rehabili- 
ai tative work on patients who had received 
ge seer. indicates to me that the hospitals are 
oh o-ordinating their efforts much better to help 
ae “generate increased use of the beds available in the 
a carea. It is a reflection of a growing recognition by 
Ae more major hospital centres—Cornwall is in that 
esol the resources at their disposal; in that 
case, in Alexandria. I was happy to see those 
ce -sterals going back and forth. That helps us 
oe e better use of the beds available in Cornwall 
Eand perhaps helps keep the statistics high in terms 
ott bed occupancy. They are bringing people back 
es 10" y another area for the rehabilitation. 
pela being the case, I do not doubt physicians 
S*must postpone elective surgeries on the basis that 
at here ‘are people already in the beds who are 
«feceiving some medical treatment in the hospital, 


eS 
ES but that pressure | has Hattie to make better use of 

















= care beds for the area—not only for your 


d ea but also for Ottawa and the entire province— 
ay Soe Ww 


as as that we found that roughly 20 per cent of our 


ee patients are said to be inappropriately placed. It 


es ex might very well be a chronic bed or a nursing 


nee) home. bed, or it might be the subject of a 
ae Z sommunity support program such as home care 


<oran Antegrated homemakers program. 










ee? “= Putting that entire system in place i is going to 
pe Usa little time, but we are going to be able to 
alleviate some of those pressures. That is helping 
us stimulate the discussion about whether a 
hae IS appropriately placed, whether more 
aii '€s are needed or whether a different sort of 
acility is needed. 
testes was very well made during the 
Tieaes ¢ day that, for instance, people being 
eae ae bas: homes might look to chronic 
Bhs OES ag in a chronic care bed might 
ae epprop {0 a state where he or she could 
ees Blatelgae eceive chronic care from the home 


", Ture 
Lu Drocr 
oo stam or be placed in a less intensive 
i as as ig f, fac} ity. 
a ‘ aRat bein 
a on the 
Gue 
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es. Elective surgery is often 
use there are no beds, rather than 


because the operating theatres are unavailable. 
With that in mind, we are putting more chronic 
care beds in that area. We are looking at what is 
required for nursing home beds and what would 
be available when we implement the integrated 
homemakers program for the area as well. All of 
those come together to provide us with an overall 
system, which I think will help them deal with 
the question of elective surgery cancellation. 


Mr. Guindon: I have a comment and then a 
question. Cornwall has a hard time attracting 
doctors. Our area has always struggled to get 
doctors. In our area, we miss ear, nose and throat 
specialists. If you know of an application that 
comes in, you may send it our way. 

My last question is this: Does your ministry 
have a record of the doctors who are now billing 
legally for services not covered under the Ontario 
health insurance plan since Bill 94 has been 
passed? I want to get at your $50 million. Are you 
saving it, or is it costing people more than $50 
million? 

Hon. Mr. Elston: First, let me comment on 
your comment. During the height of our discus- 
sions on Bill 94, it seemed there was a very large 
number of physicians in Comwall. I remember 
receiving volumes of correspondence from the 
area. In any event, I recognize the need for 
particular specialists in any given area. 

If there is a need for an ear, nose and throat 
specialist, perhaps we could check the people 
who are graduating with that specialty to see 
whether there is someone who might be interest- 
ed in pursuing a career in Cornwall, which, as I 
understand it, is increasingly providing more 
procedures for the area. In fact, doctors in 
Comwall are pushing their area of referral a little 
farther and helping to taxe some pressures off the 
Ottawa area. I can take a look at that. 

On the question of the SSO million being 
saved, I am not sure I understand what the 
question is getting at. The $106 million we 
received back-—I guess it was $104 million-plus, 
not quite $106 million—that was on holdback, has * 
all been allocated to health care spending and will 
get put back into the system. 

The so-called extra billing money was actually 
money that came from patients’ pockets. The 
essence of the Canada Health Act was that if the 
patients were paying that money, the govemment 
of the province in which that occurred would pay 
a penalty of a dollar amount equal to that being 
exira billed. From that standpoint, ending extra 
billing really keeps the money in the pockets of 
the patients. It really does not assist the 
government in that manner to save money. 
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Ending extra billing allows us to have access to 
money that the people of Ontario are already 
entitled to receive from the federal government. 
We were going to be penalized if we allowed the 
patients to pay. From that standpoint, we have 
saved the patients of the province money. 

That having been said, however, it is clear to 
me that there are certain areas in which 
physicians have been very creative with respect 
to charges. It is not a large number of situations, 
but in some areas, particularly obstetrics and 
gynaecology, there have been charges. We are 
sull pursuing those situations. Where there are 
cases of extra billing, of course, under our 
legislation we can reimburse the patient, and we 
have chosen to do that first and foremost. We 
then are in a position, after we know exactly who 
has been charged. and what is being charged, to 
pursue collecting money from the people who 
have charged extra. According to our current 
Statistics, about 95 people have been reimbursed 
for a total somewhere in the neighbourhood of 
$5,300, so it is not a large amount. 

That having been said, for those people who 
have been charged, they have not saved that 
money. In fact, we have reimbursed those people 
who have complained. We recognize that there 
are some areas in which people have not lodged 
complaints about receiving extra charges. For 
instance, in some areas of continuing care, such 
as obstetrics, we expect that someone might 
choose to complain after the arrival of the child 
and an appropriate convalescence time. We are 
not putting a time limit on people complaining 
about it; we want the patient to feel comfortable 
with the system. We will be dealing with those 
situations, and from that standpoint, those people 
will be saved money. 


Mr. Guindon: What I am getting at is that in 
Comwall there are no doctors who extra billed, 
even if they were very vocal. I am getting some 
complaints from time to time in my riding office 
about charges for telephone fees, for letters or 
whatever. It is not that much. My question to you 
is really, are you saving any money across 
Ontario, or are the people of Ontario saving any 
money now as compared to before? 


Hon. Mr. Elston: Generally, the case is that 
they are. There are people who have introduced 
fees for those services. In fact, in some places the 
uninsured service fee 1s almost a decade old. The 
first statement on it was issued by the College of 
Physicians and Surgeons of Ontario way back in 
1978. 

That being the case, it does not mean we are 
not concerned ebout these charges being levied. 
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Since we are now in the course of dealing with - 
negotiations and other things with respect to fees, ~ 
it will be of interest to us to review the progress 
that has been made. 


Mr. Guindon: Thank you. os 
Mr. D. S. Cooke: Have any doctors been ok 
charged yet? : 
Hon. Mr. Elston: No, they have not best 


Mr. Chairman: Mr. Pollock has indicated an © 
interest in this. Can I get an idea from the critics “ 
first, Mr. Pollock, if it is all right with you, just _ 
what their priorities are, how you have decided to. 
divvy this up? 


Mr. Andrewes: I would like to spend a bit of - 
time on the whole question of financing pro- - 
grams to support victims of acquired immune - 
deficiency syndrome. Mr. Cooke and I both — 
would like to explore the issue of foreign medical ~ 
students. I would like to spend a brief time on - 
palliative care and perhaps have an answer to my : 
two questions on abortion. 


Mr. D. S. Cooke: There is some ‘overlap of “ 
foreign doctors and the health disciplines review. 
We would like to get an idea of the timetable. I 
would not mind something short on rest homes 
and what the plans of the ministry are; an update 
on the phasing in of the assistive devices 
program; an answer on the questions to do with 
Caressant Care, both the Woodstock situation 
and St. Thomas one, where Caressant Care took 
over some homes and transferred residents. 
1550 

Hon. Mr. Elston: We can probably do that at 
the same time as we are handling dieses the 
same sort of— 


Mr. D. S. Cooke: That is what I meant 
Woodstock and St. Thomas. 

Hon. Mr. Elston: [ am sorry. 

Mr. Chairman: We have a fair number of oe 
matters to raise. Shall we take a minute or twof0 *— 
hear Mr. Pollock? Is that all right? We have a lot 
to deal with in the next two hours. Can we give » 
Mr. Pollock until four o’clock? Then you will 
have two hours to divide between you to try 1. 
cover the rest. 

Mr. Andrewes: We will attempt to make brief 
interventions, if the minister will attempt © 
brief. eS 

Mr. Chairman: I will attempt to keeP..% 
everybody brief. . : 

Hon. Mr. Elston: Sometimes I find tat we 





wa Ah: 















, i 
have done so much that it is difficult te keep 


brief. 











‘Mr. Andrewes: So I have noticed from 
208) éading the Hansards. 

poe Hon. Mr. Elston: If the chairman rules that I 
Ua have certain items that are too numerous to 
= mention, I will cease and try to do it by letter or 


Mr. Chairman: I may have to do that from 
Wewetime to time. Supplementary letters would be 

= welcomed. 
#26-Mr. Pollock: I am concerned about nursing 
Ba home beds in the village of Norwood. I do not 
a know whether you know the whole history of 
PS ney a, but there used to be a nursing home in 
Ee we BNorwood by the name of the Spruce Haven 
ursing Home. It had 33 beds. The operator 
Beat mewanted to get out of the nursing home business, 
re Shut there seemed to have been a problem. Even 
ee ee Hough she got a fair offer for her licence, her 
























ay eo 
3 ‘mora to the Fabeth Nursing Home. 
eae ern a deal has been struck by a new 


12 beds, on top of the 33 he is supposed to get, to 
s establish a nursing home there. It is a major 
a sete ncern to me and the people in the Norwood 
Biers area. There is no nursing home bed there now. In 
fact; I do not believe there is a nursing home 


within 20 miles of Norwood at present. 
ee ~ Hon. Mr. Elston: Peterborough is the closest. 
Se a - Pollock: Peterborough or Marmora; it is a 


‘Hon. Mr. Elston: I was trying to recall the 
fame. Was it Spruce Haven? 


Mr, Pollock: Yes. 


Mr, Andrewes: It is in this book. 


aoe Mr. Elston: There are books with 
Spéct to each of them. The assistant deputy 
Ranister and | were comparing notes with respect 


| Se It is one that has been in abeyance for a 


at 
Scthere i Concerned that people understand that 


ee Pek ve. aii In fact, when a person 
ee Tee ae ail a facility, he must retum the 
ee Bice t 3 dere is an inspection procedure in 
whe aa a person to do certain things, 
buying an existing building or 
S 4 new one, and to require his compli- 


LO Vy an 
100r Various regulations. That being the 


JANUARY 20, 1987 


S-1187 


case, conditional approval is given on the basis 
that certain things are done. A new licence is 
issued for that facility under the name of the 
purchaser of the building. Technically, we do not 
sell licences. 

One of the concerns I have had since I came to 
the ministry—actually, even before I became 
Minister of Health-was that in a number of 
communities we have small facilities that serve 
the needs of the community in general. They are 
there for particular reasons. They probably grew 
up originally because people did not want to be 
transported to a home for the aged; they wanted 
to stay in their local area. 

That being the case, smaller facilities some- 
times have difficulties that require some changes 
to their physical plants to allow them to function 
better—I am sure in this case the wish is that they 
had a few more beds—or they try to consolidate 
numbers to build a Jarger facility. 

I have difficulty with approving moves of 
nursing home beds from one community to 
another when | look at it as a community 
resource. I find it difficult to make those 
approvals unless | am convinced there has been a 
lot of consultation at a community level and 
arrangements can be made to accommodate the 
people in the area who are making use of the 
facilities. 

With respect to Norwood, I do not have any 
beds or licences available that I know of on which 
I have been able to make announcements. We are 
looking at a 4,500-bed thing that the previous 
government had announced in the middle of very 
trying times in April 1985, to deal with— 

Mr. Andrewes: It was February, if I remem- 
ber correctly. 


Hon. Mr. Elston: It was actually in Apmil. 
The official announcement came on April 17, 
1985, for 4,500 beds right across the province. 
Anyway, we are examining that with a view to 
taking the pressure off the need for nursing home 
beds across the province. 

Mr. 
reports? 

Hon. Mr. Elston: No. Actually, we issucd 
some requests for proposals in Ottawa last week, 
some 70 beds, for instance. We answered 
proposals for two facilities in Ottawa last week as 
well, for a total cf 70 beds: one to the Elisabeth 
Bruyére Health Centre, to be operated in its 
facility in downtown Ottawa: the ather to 
Woodroffe Centre, which is sponsored by the 
Ottawa Civic Hospital, both not-for-profit orga- 
nizations, to deliver services there. We ar 
examining what we require in conjunction with 


Chairman: After the subcommittee - 
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our home-care programs before we make any 
blanket announcements. 

Mr. D. S. Cooke: You have taken the freeze 
off. What is your expectation of how many beds 
you are going to put in place across the province? 

Hon. Mr. Elston: We probably will be 
licensing some existing beds. We will probably 
know the total when we get there. We will be 
examining areas such as Ottawa, where I did the 
35- 

Mr. D.S. Cooke: You must have some idea. 

Hon. Mr. Elston: I do, but lam not yet able to 
communicate those numbers to you. 

Mr. D. S. Cooke: You know what you are 
doing, but you do not want to tell anyone. 

Hon. Mr. Elston: That is right. 1 know what I 
am doing because I am co-ordinating it with 
home care and integrated homemakers pro- 
grams. We are examining area by arca, and then 
we will be making determinations— 


Mr. D. S. Cooke: There has been a policy 
decision on how many beds are going to be 
allocated province-widc, and you cannot tell this 
committee, which is examining your estimates. 


Hon. Mr. Elston: I have made a decision with 
respect to Ottawa and announced that. I made a 
decision with respect to Northbrook, near Kings- 
ton, which has been announced. Full announce- 
ments will be made over the next Sei weeks, | 
suspect. 


Mr. D. S. Cooke: ines. the beds that 
are going to be issued in Ottawa, the proposals 
that have been called for, how many of those 
beds do you think will be in the nanprofit sector? 


Hon. Mr. Elston: Thirty-five beds— 


Mr. D. S. Cooke: What are you putting in 
place to try to get them in the nonprofit sector? 


Hon. Mr. Elston: Thirty-five beds have 
already been issued to Elisabeth Bruyére and 
another 35 have been issued to Woodroffe. Both 
of those are nonprofit, so there are 70 there. 
There is another request for proposals, which 
will be going out later this spring or summer 
some time, which will then be open for the 
regular competition. During the announcement I 
indicated that there would be, again, emphasis on 
the nonprofit. 


Mr. D. S. Cooke: I do not understand how 
that works, though. There is an emphasis; that is 
your desire. What practical things are in place 
that are going to encourage nonprofit? 

Yon. Mr. Elston: Two things occur, and we 
vill get b: ack. One of the inings that happens is 


. 
Jag, 
ty 


nat we do net have a let of people who have 


operated not-for-profit homes, but there may be 
community interest groups that will be interested 
in applying for those homes. We will assist them. 
We will not use the fact that they do not have any 
experience in delivering the service as the sole 
criterion for whether they compete with some- 
body who has been in the business for a long 
time. 

For instance, in Northbrook I understand there 
are two particular groups that are interested 
already, and there may be others. However, 
conceming the two I found out about, there is a 
municipal organization that might be interested 
in sponsoring an answer to the proposal call, and 


also a citizens’ group, whose name I am not sure ~~. 


of. Anyway, I met a couple of people who are 
members of that citizens’ group who have 


already held some meetings and arc interested in | 2 


putting something together. 


We will assist them, and the fact that they just a 
do not have the experience or track record, as it :)” 
were, will not be uscd against them when we = 7. 
review what they proposc to deliver in terms of / 
care. The Woodroffe Centre, for instance, has -:-’' 
not delivered any care yet, but that was not used =. 
in determining its proposal vis-a-vis phe’ who a 


applied. 


Mr. Chairman: I am going to have to go back: We 
to Mr. Pollock. ee 


1600 


Mr. Pollock: The Tweed and Area Commenia : 
ty Care Inc. group is putting a proposal ek : 


Hon. Mr. Elston: In Tweed? 
Mr. Pollock: Yes. 


Hon. Mr. Elston: I have to give you the same 
answer, but I will review your request. I think the « 


interesting element in discussing nursing homes —— 


and the level of care provided in them is that a 


number of communities would like to see a 
additional facilities in their areas. I think the 


community in general is quite willing not only to 


‘see facilities developed but also to act in 4 


manner to monitor the quality of care delivered. 
From my standpoint, that is an encouraging sign. 

The smalier communities tend not to have — 
received these benefits. Mr. Pollock and I come 
from areas that are not dissimilar in the size © 
communities. We all understand the merit © 
having a facility close at hand, relatively 
speaking, to native areas, so [ will take a Jook at 
what is possible, but I have no announce oment tO 
make. 

Mr. Pollock: As you and I both know, [0 have 
a viable operation, the basic number of beds for i 
nursing ponre now is approximately 0. There! 













BS not that kind of demand in each small town. It 
ee “should be spread out, so that when there are two 
i38or three small towns or villages in an area—the 
Norwood area takes in Hastings, Havelock and 
‘auite a few local townships right around there. 
S?-When you get over in the other area, 50 miles 
: ae ‘away in the Tweed area, there are Tweed and 
ase Hungerford. There are roughly 7,000 people in 
Heesc" that area. There is a need there also. 

€692* Hon. Mr. Elston: I recognize that as a very 
BS beautiful area of the province with a very nice 
“iwvinding road that leads into the village’s 
2°. outskirts. We are interested in the use of those 
“beds in a community manner, which you 
© describe, because we like to see our seniors retain 
‘the contact with the communities in which they 
vere raised or lived for many years. 

-[_am not sure exactly that 60 beds are a 
guideline of viability. It has bcen used as a matter 


+ Bet of convenient reference for the association, and 
ROR x | ws . ‘ S 
*Aee1 probably the ministry, in setting up some kind of 


+ 













AEE, 
cae 













See p<: In addition to that, we have some areas in 
eeehorthem Ontario, of which Mr. Pierce will be 
: pee awell aware—for instance, in Atikokan, where we 


a 


sces-have delivered smaller units of extended care 
meee beds via the use of hospital hosting under 


-EldCap. There are other ways of looking at those 
zejwithout getting into whether they should be 
‘purely— 

“Mr. Pollock: That 60-bed figure applies if you 
are starting from scratch. If you are already 
Partially established, you can no doubt get by 
vith fewer beds than that and still survive. 


és: Hon. Mr. Elston: I think it is a convenient 
‘Feference point in any event. I am not sure 
--Whether we can Say automatically that if you do 
Rot have 60 beds, you are going to go under. I do 
ea think that is appropriate. In any event, we 
Will examine the Tweed situation in the context 
Orwood and others that I am sure would like 
0 have extended care beds. 


eee Pollock: It was the wish of the Halibur- 
Biota and Pine Ridge District Health 
ans * at ns beds that were in Norwood 
ey pees es ai come back—they were sup- 

© stay there—but nobody wants to get 


















{2} 
leas) 


“ Se Mvoly ss, 
qo With ee There was a problem making a deal 
sf roe 4 t a ; F 2 . 
a PS Owner of the Spruce Have Nursing 
oe = ee ie 
Tot <a “Shite Property and the beds. They could 


SVEN alee 3 
e Se, {ce make a deal, and eventually it had to 
®OVed to Marmora. 
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Hon. Mr. Elston: If we take a look at the 
extended care bed as a community resource and 
measure what is happening with it from that 
standpoint, it may allow us to reflect more 
consistently on the question of whether there was 
an intention to have them moved and then moved 
back, or what actually was taking place. It is one 
of those questions for which we see a number of 
competing interests. When you deal with the 
concept of having people receive service in a 
community, you also take the question of 
ownership into mind. In some ways, that is what 
the select committce will probably be adjudicat- 
ing. 

From a general standpoint that with respect to 
the proposal calls that have becn awarded to this 
date, I will give two or three examples: One was 
in Ottawa, which as I said before went to 
not-for-profit. St. Luke's Place in Cambridge, 
which I belicve is operated by the United Church, 
was a not-for-profit award. We also had a very 
fine proposal from a for-profit organization in 
Watcrloo that had a very high community rating. 
When we measured programs in answer to the 
requests, we compared the programs that were 
being offered and we opted in that one case for 
private operators. It is not clear cut in each case. 
We are looking at what programs cach is 
undertaking to provide. 


Mr. Chairman: Mr. Pollock, I am going to 
have to move on if that is all right, unless you 
have further questions. I appreciate your coming 
to the aid of the people from Centre Dummer and 
those other people who would love to have 


_ something around Norwood as well. 


Hon. Mr. Elston: What about Corbyville? Is 
that near? 


Mr. Pollock: It was, but it will not be. 


Hon. Mr. Elston: It is, but it is not going to be 
after the next election. 


Mr. Chairman: Mr. Miller has a supplemen- 
tary. 

Mr. G. I. Miller: It raises an interesting point. 
Is there a move to locate or a request to the 
ministry to build nursing homes in conjunction 
with hospitals so that they can share some of the 
facilities? 

Hon. Mr. Elston: We are not forcing 
hospitals to make app! ations, but a number of 
hospital facilities in sou:uem, eastern and central 
Ontario have expressed an interest. {n the north, 
however, the EldCap program is put together on 
the basis of hospitals being hosts to extended care 
beds. Extended care wings are actually being 
added to hospitals at Atikokan, Blind River, 
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Chapleau, Wawa and Rainy River, about which 
we spoke a little yesterday. 

The discussion we had about Rainy River was 
the fact that we had approval to go ahead with 
extended care beds and now we do not know 
whether we have a hospital to host it. I think that 
was the essence of the question from Mr. Pierce 
yesterday. From my point of view, it seems 
reasonable that if there is a hospital that is really a 
community facility, operated by community 
boards or trustees of a hospital who are willing to 
look at providing services, it should be allowed 
to participate in the process when beds are put out 
for a proposal call. 


Mr. D. S. Cooke: There are those who will 
argue the opposite for reasons of philosophy. 


Hon. Mr. Elston: I was just going to put to 
you the other side of the question, that we still 
must examine what is going to be provided from 
those facilities in terms of servicc. I cannot just 
say that the hospital itself will be the appropriate 
place if it is not going to put in place 
programming the seniors need. There are reser- 
vations that Mr. Cooke might elaborate on a little 
later that say that you still have an institution base 
and that may not be acceptable or whatever. 

I think we have put together a complex system 
that provides community support of integrated 
homemakers, both acute and chronic home care 


programs. When we add the contractual relation- 


ship between the ministry and nursing home 
operators for activation and build better facilities 
for chronic care, we are going to have a very 
complex system of levels of care that I think will 
assist the people to have reasonable choices 
about the institutions and facilities they use. 


Mr. Chairman: Perhaps we can move to Mr. 
Pierce’s question from yesterday. 


Hon. Mr. Elston: That was on Ignace and the 
holding beds. As I understand it, upon further 
checking, we have discovered that a proposal 
was submitted to the health council by Ignace for 
a hospital or for holding beds. It is my 
understanding, although it has not come through 
to us officially, that the recommendation that 
either a hospital or holding beds be developed 
was not supported by the district health council. 
That is the latest I have on it. It does not appear 
there is 2a recommendation from the health 
council to terward that proposal. 

1610 


Nir. Pierce: Can you date that for me? When 
was the request for the holding beds? Was it a 
recent request or js it an old request? 


Hon. Mr. Elston: The famous black book 
fails to reveal a date specific to the issue. 


Mr. Pierce: The reason | ask is because there 
have been a number of requests in previous years 
by the municipality of Ignace and I am wonder- 
ing whether that is a request within the past 
couple of years or whether the request was on the 
books five years ago. 

Hon. Mr. Elston: I think the information I 
have is from a more recent request. It is not from ° 
two or three years ago, as far as I know. We can 
check further. I will have to wnte you a letter to 
give you the chronology so you can be sure of it. 
It is my understanding that it is a recent request 
and that it was not supported by the health 
council, but I will check to make sure of that. 

The Acting Chairman (Mr. D. S. Cooke): 
Since Mr. Cooke is not here to ask questions, w 
will go to Mr. Andrewes. 

Hon. Mr. Elston: Before we start with Mr.. 
Andrewes, the member for Cambridge (Mr. ° 


Barlow) also has come in. Our habit is to deal © ; te | 


with the questions of individual members. We 


are quite willing to entertain it briefly and then he 


we can go on. 
Mr. Andrewes: It is up to the chairman. - 
Hon. Mr. Elston: I appreciate that since Mr. 


Cooke is not here you cannot participate in this ..°- 


discussion. - ee 
Mr. Barlow: I just meant to observe what was pk 

going on but I would be pleased to ask you 

question. ‘ 
The Acting Chairman: Forget it. 


Mr. Barlow: Our colleague, Mr. Miller, ; 


asked me whether I had a question and I said only ‘ ee 


if the opportunity arises, and it appears it has 
arisen. I recently received a copy of aletter from ~ 
Cambridge Memorial Hospital. I do not know 
whether it has crossed your desk yet or not. They 
have a very sincere concern about funding this 
year. I am sure you have not heard that before; ! 
am sure it is,a brand new problem in your 
ministry. They feel there is going to bea shortfall 
of some $636,000 or about 2.3 per cent of their 
total current budget. If you have not personally 
seen the letter yet. they have given the reasons 
behind it. They are requesting that your answe? 
be forthcoming as to how you might address this 
problem. 

Hon. Mr. Elston: We have received a number 
of letters from facilities around ihe province wit 
respect to projections and cur people 14 toe 
institutions branch are dealing with each of those 
projected deficits on the basis of the finalizing © 



















sae “yarterly reports. We now are waiting for the 
eds third quarter to come in to see exactly whether the 
pe projections are living up to what the actual 
ges figures are showing. We analyse in the third 
Ade: quarter reports and then we know much more 
gut pecifically what has to be done to meet needs in 
Boake various areas. 

Jt is interesting to note that the Cambridge 
gise¢ hospital actually was one of the groups that 
ro » responded to the call for proposals on nursing 
“home beds. They were awarded ultimately to St. 
uke’ s Place, so it would seem to me there was 
; som me indication that the facility, during the 
i << \mmer and fall of 1986, had a financial position 
= enough to accommodate the construc- 
fe tion of extended care beds and to provide the 
pe = requirements of programs for those people. We 
weer have to look at exactly what the circumstances 
pe tell us about the reports as they come to us. 


oe 


ee 


eS aM ee from the operating budget. The 
pep fact that they were budgeting for and secking 
oa for ie hrs, home beds— 












gey©0 Care beds. Whether they want to do it 
pean ) Separately or not, it still has to be taken into 





ae ‘at “sponsoring those additional responsibilities. 
sae Lhat is all I was saying in relation to the types of 


: Programming that the proposal was asking them 
fo submit to us. 


the hospital that it was planning and was desirous 


5 ringing on those nursing home beds. There is 
A Dursing home wing being built now, but it is 


re to be managed by a private concer, 
2 ’etsa-Care Ltd. 


_ Hon. Mr. Elston: I think it is going to be 
_"8naged in the contract with the hospital. 


ie ae Barlow: What they are concerned about 
a eS this $636 000 projected deficit 1s strictly 
the operation of the hospital per se, with all the 


4UX] ) 
h liary services that go along with a normal 
‘Ospital, 


‘Hon. Mr. 


hee Elston: I appreciate the member 


Qing 
aide the local concer’ to my attention. | 
© mMemoers of the hospital auxiliary there 
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Mr. Barlow: I know from my meetings with. 
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will be much taken with your initiative to save 
their facilities. 


Mr. Barlow: Particularly the recent life 
member, I am sure. 


Hon. Mr. Elston: One of the most recent life 
members of the Ontario auxiliary, who showed 
her affection in an appropriate manner to the 
minister when he presented her with her certifi- 
cate, indicated her support for the hospital and 
also for the community. 


Mr. Barlow: She showed me the picture of it. 
Hon. Mr. Elston: If you have a picture, | 


_ would very much like to have a copy. 


Mr. Barlow: I do not have it with me. 
Mr. Andrewes: Are you a life member now? 


Hon. Mr. Elston: I do not think so, but I must 
say the auxiliaries are an extremely important 
part of the hospitals. Although I just shared a bit 
of a light moment, I do not think our hospital 
system can work without them. In fact, they are 
onc of the reasons our budgetary positions within 
hospitals are much bettcr in a number of ways 
than they might be if the fund-raising was not 
undertaken by them. 


Mr. Barlow: I was going to say in conclusion 
that I would appreciate your answering the letter 
as quickly as possible because I sure that if you 
do not, I will be after you. 


Hon. Mr. Elston: I think it is fair for me to tell 
you that we can review the projections of deficit 
as quickly as people finalize their third quarter 
reports. It is very difficult to start dealing with 
issues of deficit on the basis of only half a year 
when revenues and costs costs may change in 
terms of the operations on the facilities. Our 
people in the institutions branch are very much 
involved now in reviewing a number of individu- 
al hospitals around the province that have 
projected deficits. 

I might just say that assisting me today is the 
assistant deputy minister, R. H. Reid, who is. 
responsible for institutions. He is doing so in the’ 
absence of the deputy minister, Dr. Dyer, whose 
mother-in-law passed away this moming. It 
might be appropriate to note the passing of Dr. 
Dyer’s mother-in-law and the sympathy we 
might extend, as members, to the family. 

Mr. Chairman: I am sorry to hear of that 
development in Dr. Dyer’s family and J am the 
first to welcome Mr. Reid to our table. Let us 
now move to the list of items the critics wanted to 
cover. Let us start with Mr. Andrewes with the 
acquired immune deficiency syndrome program. 
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Mr. Andrewes: Just briefly; yesterday we 
spent some time in question period on the issue of 
funding of education and support programs and 
of the proposed hospice. It is my understanding 
that the federal government has about $7 million 
in support of AIDS programs, of which about 10 
per cent goes towards education and support 
groups. The province is funding the AIDS 
Committee of Toronto on a joint basis with the 
federal government and ACT as well is doing 
some— 


Hon. Mr. Elston: Our joint basis is much 
bigger than the federal joint basis. 


Mr. Andrewes: Yes. They are doing some 
fundraising on their own. 1am not complaining. I 
do not think I can express concern on the part of 
ACT. They were quite concemed six months 
ago, but now they are quite happy, for the 
“moment as you are well aware. Things change 
from time to time. 

I did not want you to take my comments lightly 


yesterday when I suggested that from a $9-billion 


to $10-billion budget, $220,000 or whatever it is, 
is a drop in the bucket. Surely this issue, the 
social stigma attached to the virus and the public 
concern warrant the Minister of Health address- 
ing it in a much more substantive way. I do not 
think you disagree with that. 
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Hon. Mr. Elston: Do you mean substantial as 
compared to substantive? 


Mr. Andrewes: I mean both. 

Hon. Mr. Elston: Okay. 

Mr. Andrewes: If you need one of them. 
Hon. Mr. Elston: What is it I can do to help? 


Mr. Andrewes: It invites a great opportunity, 
particularly when you get community-based 
groups that are willing to go and work in the 
streets and in the communities with the high-risk 
groups. It invites you to come to the support of 
those efforts and to do it quickly. I would like to 
hear your response to that and your response to 
any plans you might have to expand, particularly 
education and support programs. 


Mr. D. S. Cocke: As the minister is 
responding, perhaps I can add my question and 
my support for what Mr. Andrewes is saying. 
Beyond the commitment to fund the other groups 
in other communities comparable to the AIDS 
Committee of Toronto an: some of the other 
services such as the hosy:ce proposal, what 
exactly are the munisiry’s plans in terms of 
overall community education? What is our 
comparable program to what is happening in 


Britain? With all due respect, minister, your 
comparison of the national government’s respon- 
sibility in Britain to the national government’s 
responsibility here in Canada is not terribly 
relevant when the national government in Britain 
delivers health care. There is no comparable 
provincial Ministry of Health in Britain. 

The responsibility for public health and public 
health education lies primarily with the minister, 
whereas the primary responsibility for research 
lies with the federal government. What is our 
comparable program and what is coming out in 
terms of the interministerial committee that 
exists? What programs have been developed in 
the Ministry of Education? What is happening in 
the classrooms of Ontario schools to teach 
students about the acquired immune deficiency 
syndrome? 


Hon. Mr. Elston: Let me comment first on 


your mid-point premise with respect to my _- 
comments on the responsibilities of the federal _: 
government. We arc all aware that the national _ 


government in Britain has a particular corpora- 


tion that delivers health service. The responsibil- - 
ity for delivering health services is under that - 


national corporation and it delivers those ser- 
vices. Apart from that is the role played by the 
national government with respect to what it Is 


doing with educational work dealing with AIDS. _. 
There is a $40-million program. I think that was > 


what your statement was and it is the number tha 
is familiar to me. 

Mr. D. S. Cooke: They do not have two level 
of government. 


Hon. Mr. Elston: However, they have 


separated the way in which they deliver services. 
Our Constitution provides a separation in the 


same manner with respect to AIDS because itis ~ 


health matter that has no respect for boundaries. 


There is a national requirement. In fact, the _- 
Honourable Jake Epp, the federal minister, has ~~. 
taken this as one of his items of priority. Not only 


is he allocating $7 million—I think that is the right 
number; we do not know how the amount will be 
divided up—about which he has announced some 
steps, but he has also indicated that he is willing 
to enter into some experimental work wit 
respect to the drug AZT, developed by 4" 
American company. to see whether patients with 
AIDS respond to it. That is going to be his 
priority. 
Mr. D. S. Cocke: What is going to be this 
government’s response in terms of public educa- 
tion? 
as 
5 a 


2 


o id 
indicated that the national government ha 
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son for being very much involved in it. They 
50 have set up the National Advisory Commit- 
AIDS, with some very good work being 

pees “done by Dr. Alastair Clayton and Dr. Norbert 
fee 2 Gilmore, who are frequent communicators for 
Easy tore 64"! oformation purposes and who relay information 
be Bae 9 the Provincial Advisory Committee on AIDS, 
ae ‘which is a response made here in Ontario. As 
ell, le are OE with— 






















Aaestion. 
és Hon. Mr. Elston: —materials developed by 
the Ontario Public Education Panel on AIDS, 
which i is a particular response from this province 
B for educating the public. We make the materials 
that are disseminated by some of the community 
‘i pos about which you and Mr. Andrewes are 
pvery well aware. We help them to deal with the 
i budget. In the case of the AIDS Committee of 
Toronto, we help them disseminate the informa- 
ition in the community. That seems to be a 
steasonable response. 
sf get seems to be a reasonable response as well to 
-have OPEPA developing the latest information in 
Z iFyam phlet form, which can then be made avail- 
ae able to public groups such as parent-teacher 
B organizations and boards of education. Whenev- 
ascet. the board of education or a teachers’ or 
= parents’ group or any community group wishes, 


meewe will give it the information. 


ay. Mr. D. S. Cooke: What is the plan of the 
: = ec Ministry of Education? What is the recommenda- 
Bey e tion of the Minister of Health on what should be 
Happening in the classrooms in Ontario? 
ae ned “Hon. Mr. Elston: With respect to the 
paces finistry of Education, you will have to go there. 
ae vyeMr. D. S. Cooke: You are taking the primary 
esponsibility i in the interministerial committee. 


Our ministry is taking the lead role. 


. Hon. Mr. Elston: We have developed the 
‘Information that is reasonably required to edu- 
ne People in a sensible fashion. 


Mr. D. S. Cocke: What a pile of crap. 


be Hon. Mr. Elston: That you do not like the fact 
at We are putting out the information which Is 


3 a recently available for the use of the public is 
* Pethaps your difficulty. 


ah =m B.S. Cocke: : itis a disgrace that you guys 
a iret showing any leadership. 


Mr. Elston: The stuff we are generating 


Seht ts in clsicom or whatever forum is used 
te “Titories, nation of Canada as far as the 
2 and we have received congratulatory 

ail those people for this information. 
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Mr. D.S. Cooke: So you write the pamphlets. 


Hon. Mr. Elston: That is very important. Do 
you not think it is important? One of the pnme 
things that is done by the AIDS Committee of 
Toronto is the development of primary pamphlet 
material. 


Mr. D. S. Cooke: There is a little more to the 
problem than that. 


Hon. Mr. Elston: They have shown some 
ability to get the message to their community. 
You do not seem to like the idea that there is an 
educational role to be played by these people, but 
that is a very important aspect of AIDS. 


Mr. D. S. Cooke: That is a pile of crap. That 
is not what I said at all. What I said was that there 
is an interministerial committee, and that it is 
your responsibility. You are the lead ministry 
and you have done nothing. 


Hon. Mr. Elston: You said you do not 
particularly like what we are doing in providing 
information on the basis of what information is 
available for us. 


Mr. D. S. Cooke: With $200, 000 out of $10 
billion, you have done nothing in terms of a 
leadership role. 


Hon. Mr. Elston: That is not right. 
Mr. Chairman: Order. 


Hon. Mr. Elston: You are not right, oe 
Cooke. 


Mr. Chairman: Order, just for a second. 

Hon. Mr. Elston: He is not right. 

Mr. Chairman: It is possible that he is not - 
right. 

Hon. Mr. Elston: It is not only possible; it is 
right that he is not right. 


Mr. Chairman: If I might try to get a little 
control of the meeting for a second, I am not sure 
the term “pile of crap” is appropriate. 


Mr. D. S. Cooke: Is it correct? 


Mr. Andrewes: It is the liveliest thing that has 
happened in this committee in the past three 
weeks. 

Mr. Chairman: I must admit it did stir me, 
and this is a good thing. I think we should be a 
little more cautious. 


Mr. D. S. Cooke: I would like some specific 
answers from the minister about what is coming 
out of the interministerial committee. in which 
his ministry plays the lead role and in which the 
Ministry of Labour and the Ministry of Education 
are involved. I forget which other nunistries are 
involved. 
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What is happening out of that interministerial 
committee other than pamphlets being prepared 
by your ministry, which are being sent upon 
request to parent-teacher groups, teachers’ orga- 
nizations or boards? What leadership role is 
being shown to provide public education about 
the virus AIDS? 


Hon. Mr. Elston: With respect to the 
gentleman’s indication that $200,000 is all of our 
response, it is not all of our response. The 
$200,000 you are talking about deals with one 
group involved in providing material and infor- 
mation to the community. That is $200,000 to 
ACT. 


Mr. D. S. Cooke: How much have you spent, 
then? Correct me. 


Hon. Mr. Elston: There have been other 


expenditures. We have almost $1 million in 
research. For instance, right now we have 
$915,476 to the University of Toronto project for 
research. We have $888,320 to the Hospital for 
Sick Children. We have $109,421 to another 
project at the Hospital for Sick Children and 
$12,500 to a project at the University of Western 
Ontario. We have $1 million for testing with 
respect to Red Cross. The central lab adds 
another $421,000. We have down _ here 
$130,000. The Provincial Advisory Committee 
on AIDS is $81,000, and there is $200,000 to the 
Ontario Public Education Panel on AIDS. 
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Mr. D. S. Cooke: Just break it down in terms 
of public health education. 


Hon. Mr. Elston: All this stuff is reasonably 
usable for education purposes. Every time you do 
something with research, you get more informa- 
tion. OPEPA is co-ordinating all the material. 
This is just what is done in Ontario. It does not 
deal with the important developments that are 
being done at the federal level through the centre 
for disease control in Ottawa. 

Mr. D. S. Cooke: So this is all we need to do 
to. 


Hon. Mr. Elston: No; it is not all we need to 
do. I have never said it is all we need to do, but [ 
can tell you it is a far cry from your indication that 
we spend only $200,000. 

Mr. D. S. Cooke: What should be done in the 
classrooms of Ontario? What is your recommen- 

lation of what the Ministry of Education should 
be doing in the educational system? 

Hon. Mr. Kiston: In terms of the work of the 
interministerial commiitee, | am not sure | have 
any particular information that may be useful to 


_ you. I do not know whether Dr. Blake is able to 


provide you with more information. We are 
providing the materials, the basis on which 
education programs can be provided. This does 
not mean that I have the authonty— 

Mr. D. S. Cooke: What is the leadership role 
in terms of telling boards of education what 
should be provided in their education system? 

Hon. Mr. Elston: —to force a particular 
patient we deal with to do one particular item. 


Perhaps Dr. Blake could tell you a little bit more ey 


about the interministerial committee. 


Dr. Blake: The interministerial committee, 
working in conjunction with the education panel, 


OPEPA, intends to provide curriculum material * 


that can be used in the schools for grade 7, to 


Start, and to work its way up. This project is just oe 


getting going. | 
Mr. D. S. Cooke: How long has the 
interministerial committee been set up? 


Dr. Blake: A year and a bit. It was for 4 
exchange of information. It was not a working ©. 


committee to produce information, because this 


was available from both the scicntific advisory i 


committee and from OPEPA. 


Mr. D. S. Cooke: Does the fertniseeal es : 


committee have a mandate to pull together a total 
program of response to the AIDS virus? 


Dr. Blake: Actually, we have asked each * 
ministry to produce a strategic plan so they can be a 
. melded. They are just now coming in. : 


Mr. D.S. Cooke: What kinds of proposals are : 


coming in from the Ministry of Education? 


Dr. Blake: I do not recall what the Ministry a ; 


Education has in its proposal. 


Mr. D. S. Cooke: What types of things arewe * 7" 
looking at for use of the media, not justin terms _ =o 
of public service ads but also in terms of actually — 


putting together a program similar to what they 
have in Britain to communicate facts about the 
virus? 


Hon. Mr. Elston: Why are you so hung up 07 — 


Britain? 


Mr. D. S. Cooke: Because it is a g00d 


program and it has shown some leadership. 

Hon. Mr. Elston: It is not doing anything 
more than what has been a very effective 
response at our end in the Ontario situation. 

Mr. D. S. Cooke: Did you see the news story 
the other night about what happened in Kanata 
Did you see the news clip about the car accident? 

Hon. Mr. Elston: No, | did not see the a, 
clip. I do not have a lot of time to water 
television. | 


















Mr. D. S. Cooke: One of the responses from 
the public health unit is that it has quarantined the 
truck and is going to bum it. That is the kind of 
‘understanding people have of the virus. 

Hon. Mr. Elston: I do not think any of us has 
said there is no work to be done. The most 
5) important work to be done is having the 
‘information available to people and working with 
fs their medical officers of health and others. By 
going through the development of glitzy cam- 
# paigns and all that sort of stuff, we do not 
£e* necessarily get the same message out. Our people 
vate: have done a very good job in liaising with the 


eee 


#eetSe media, with working very closely through 






















a 'QPEPA to give the media the most up-to-date 
ees ‘and recent information on AIDS. That is a very 
iver: important function to play. When you ask us 





gee <'about what we are doing with the media, we have 


ie ‘was by way of police radio. They sent out 
beaks messages to the officers in that precinct not to 
#.scome in, because they had this woman in custody 


who claimed to have AIDS. They did not want 


‘Hon. Mr. Elston: There is no question that 
‘there is more work to be done. However, we have 
had some very sensitive handling of communica- 


health. Dr. Macpherson, here in Toronto, has 
done a very good job, but it has been done on the 
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ae ‘basis of information developed both by the 
6a: Provincial Advisory Committee on AIDS, the 
oe ‘technical group, and by OPEPA, in conjunction 


ee 
ah 


with the people who are working at the federal 
Jevel. 
_ I found Dr. Gilmore and Dr. Clayton to be 
Very knowledgeable, very helpful. In fact, theirs 
~ 18 4 very close working relationship. I actually 
called a meeting here in December 1985 where 
_ N€ actually sat down with a very large group of 
: ae Who were interested, including Dr. 
ae and Dr. Clayton, and we had a lot of 
‘ ia exchange of information. 
git the Co-operative attitude among the 
people - ie the help of the professional 
welt ai the federal level, has been one reason 
ave had a very good response in terms of the 
ve developed. That is not to say 
a Fy are not areas where people have to 
oe arn information. That is not to say that 
ral lab fucilities do not have to be 


pis . 
s Material we ha 
that the 


rece 
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‘tion of information through the medical officer of - 
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improved; in fact they do, and we are working on 
those. That is not to say that there cannot be 
improvements in getting the information through 
to other people. But we have a response and we 
have materials that are not only useful but are 
also accurate, and they are being updated as 
information is brought to us. From my stand- 
point, accurate information is one of the best 
tools with which to fight the virus. 


Mr. Andrewes: What about 
community-based groups? 

Hon. Mr. Elston: They are recent, with the 
exception of the AIDS Committee of Toronto, 
which has been around, I guess, for a couple of 
years, maybe a little bit longer. I am not sure of 
the actual date, but we have funded them for two 
fiscal years. 

There is a group in Windsor coming on line; 
there is a group in the Watcrloo-Cambridge area. 


Mr. Andrewes: Hamilton. 


Hon. Mr. Elston: Hamilton has onc. I think 
there are eight in total that have just really got 
started in terms. of their organizing. We can take a 
look at what activities are going on with respect 
to the development of their status as corpora- 
tions. Some of them have just come together and 
have not yet even received official status. We 
wil] take a look at what we can do to assist them, 
but at this stage it is a little early to understand 
what role they wish to play, how they want to 
carry out their mandate and whether we can 
co-ordinate it effectively on a provincial basis. 


Mr. D.S. Cooke: Some of them have actually 
applied for funding. 


Hon. Mr. Elston: Yes, I understand that, but 
that does not mean they have been existence fora 
long time. But I can tell you that when we have a 
chance to understand what they determine their 
role to be, we will take a look at what we can do 
with respect to using their facilities to assist us. 

Mr. Chairman: Mr. Andrewes, anything 
further on the AIDS question? § 

Mr. D. S. Cooke: What is the other subject? 

Mr. Chairman: The next subject I have that 
you were both interested in is the question of 
foreign medical students. Would you like to 
handle it next? 


these 


Mr. D. S. Cooke: Could we get the summary 
of the ministry’s expenditures? 

Nr. Chairman: On AIDS, the ones that were 
read a 1itde while ago? Thank you. Send them 
through to me, I guess, and | will send them to the 
committee members. 
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Mr. D. S. Cooke: They are available now, are 
they not? 

Mr. Chairman: They are in rough form, 
handwritten, at this stage. Now, the question of 
foreign medical students. 


Hon. Mr. Elston: Before we go on, Mr. 
Chairman, I am just checking my information on 
the communities that do have committees: 
Toronto, Hamilton, Windsor, London, Thunder 
Bay, Kingston, Ottawa, Cambridge and 
Kitchener-Waterloo all have committees now, 
active in dealing with the question of AIDS. As I 
understand it, a number of these have actually 
applied to the federal government for funds. I am 
not sure how many have applied to us for funds, 
with the exception of ACT, which I know we are 
funding. 

Interjection. 

Hon. Mr. Elston: They have not yet got their 
charitable status; they do not yet have a charter, 
as I understand it, but they are working on those 
items. 

Mr. D. S. Cooke: I had assumed they had 
their charitable status. 

Mr. Chairman: Shall we move to the next 
subject, then? Medical students. 
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Mr. Andrewes: There are really two issues 
here that I think the minister might give us some 
comment on briefly. One is foreign-trained 
doctors who find themselves in Canada either as 
immigrants or as refugees—and I do not know 
how you differentiate those—who have not been 
able to gain access to the necessary programs to 


requalify themselves. The second group, of. 


course, are the Canadian-born students who have 
gone abroad for their training, who now find 
themselves, in some cases in the midst of their 
education, having to come back and requalify 
themselves as residents—that is, take up residen- 
cy here for two years—go through the one-year 
screening process— 


Hon. Mr. Elston: Clinical clerkship. 


Mr. Andrewes: —and then hope to get in to 
one of the 24 annual positions. 


Hon. Mr. Elston: In fact, I think it is 
reasonable to assume that if they have accom- 
plished one of 24 positions for clinical clerkship, 
they have a very good chance of receiving one of 
the 24 intemmship positions, which are available 
exchusively ta people who have just completed 
the graduate of foreign medical school clinical 


eiarl chi Teste ap _ta_loane r34j ~ 3 Hy > 
cierkship. Thatis a one-to-one ratio of positions. 
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from northern Ontario-the question is more 


Mr. Andrewes: All right, that is fair enough. 
The concern that is being expressed to me by a 
number of the parents of a number of those 
students, and by the students themselves, is that 
they entered the foreign medical school assuming 
they would be able to enter at least an unpaid 
internship program upon their graduation and 
qualify themselves to practise medicine here in 
Ontario. 

There is that one group, but I think equally 
important is the other group, many of whom have 
now indicated their willingness to go and practise 
in underserviced areas. I have to accept that they 
are making that commitment scriously. 


Hon. Mr. Elston: I do not doubt that it is a 
serious Commitment. 


Mr. Andrewes: Many of them are specialists 
and have talents that Mr. Pierce, and others 
yesterday, mentioned the need for. . 


Hon. Mr. Elston: Do you have a fecling for. 
how many are specialists? 


Mr. Andrewes: I have no idea, no. 


Hon. Mr. Elston: Some are just graduates of _ 
medical schools without any practice whatsoev- 
er. 1am not sure I know personally how many are © 
specialists. Ss 

Mr. Andrewes: The only group I met with - 
was a Polish group, and there were some within -: 
that group who were specialists, so I assume that 
some of the others are as well. It may be a wrong 
assumption. ithaaste 

I just find it a waste of talent. I do not mean to 
oversimplify this, particularly at atime when Mr. 
Pierce and others are raising with you the 
problems of medical talent in underserviced 
areas, it is unfortunate that we cannot use these — 
talents. 


Hon. Mr. Elston: It is interesting to note, I 
think though, that when we talk in most cases 
about the question Mr. Pierce has raised—and 
others, in fairness: Mr. Ramsay, Mr. Fontaine 
from my caucus, Mr. Foulds; anybody who 1S 









often about the availability of a specialist to 
deliver service, a surgeon or an anaesthetist for 


Atikokan, Elliot Lake or any number of other 


areas. 

The fact of the matter is that we are answe~’ 
that particular question with incentive fundi 
and delivering a new program, the special 
incentive program, which will allow for traver 
ling. That is one response to that. _ - 600 

The fact that we have approximately ae 
graduates of foreign medical schools 1a ee 
now looking for positions to qualify for 1% 


ering 
ng 
ist 
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ships means that the question is one of a larger 
number of people— 

“Mr. Andrewes: How many? 

i2°< Bon. Mr. Elston: About 600. That is a rough 
see number around the province—our best guess. 
’-Mr. D. S. Cooke: How many would be 
‘Canadians who might have gone to foreign 





ales -all, most of them now are Canadians, or at least 
Soy landed immigrants. In terms of having gone 
a * back, as Canadians eene outside— 





ce) So Hon. Mr. Elston: [ understood that part of the 
a =F question. The fact of the matter is that most of 
meth 












hese people now are Canadians or at Icast landed 

s, immigrants, first and foremost. We establish that 
=n matter what their status is, no matter whether 
ee, they were trained first or whether they were here 


nd then went back for training, they are citizens 


2 ae As to the number, with respect to people who 
=. ‘were born in Ontario or Canada, I think there are 
: Rg some 35 or 40 in the system now who have gone 
















hich would be basically Dublin. This would 
robably be the larger group. For instance, I had 
<One person on Friday morning. I was at an event 
onouring the Treasurer (Mr. Nixon) for 25 years 
finvaluable service to the province of Ontario. I 
vas there with 900 or so other people who were 
“expressing best wishes. I know my two col- 
leagues would have been there had they not been 
_at other places. 
a ne case, a father of a student who now is 
ie cae, school at the University of Punjab 
ee hdicating his desire to have his son admitted 
a particular project. They had immigrated 
eee years ago when the son was two or three 
‘thedica) age. They likewise had gone to another 
numbers School and gone out. However, the 
ham ate speaking, of the people who 
<< 2One ae beele from Ontario schools and then 
€9 not thi irae to nonaccredited schools is small. I 
Pethaps it would be out of line to say it is 
eo?” Sturate. i per cent. I am not sure that is 
oe de am only guessing. I do not really 


Me D 
“3. 3. Cooke: 


There are a fair number 
0 D ie Caw 


nin Mexico. 
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Hon. Mr. Elston: Yes, a number go down 
there; Guadalajara. I am not sure how many, 
though, Mr. Cooke. I cannot be precise. I know 
of acouple of cases for sure. I know of the people 
who are going to Dublin and I know of the one 
case of the gentleman who has gone to India. 

Mr. D. S. Cooke: Those are the only people 
who do not even qualify for your program when 
they come back. 

Hon. Mr. Elston: They have to re-establish 
residency. 

Mr. D. S. Cooke: For two years. I had a case 
in my riding office that I believe I have written to 
you about. His parents are Italian and he was 
accepted at medical school in Ontario, but he was 
also accepted in Rome and chose to go to Rome 
because his intention, when he came back to 
Canada, was to set up practice in Windsor and 
serve the Italian community. Now, of course, he 
finds out that it is all for nought because in all 
likelihood, with only 24 positions, and having to 
wait two years before you can have access to 
those, it is very unlikely he will ever be able to 
practise medicine in Canada. 


Hon. Mr. Elston: I do not know that. I guess 
there are programs also available in other 
provinces. I can say that we have set aside these 
particular positions especially for people who 
have graduated from foreign medical schools. 
This was not done before. They are going to be 
funded. Most of the graduates of foreign medical 
schools qualified only for unfunded positions, as 
I think the tenor of Mr. Andrewes’s question 
indicated. 

The fact of the matter is that we have received 
a fair bit of pressure from the professional 
organization, the Professional Association of 
Interns and Residents of Ontario, which speaks 
on behalf of the interns and residents to eliminate 
the unpaid positions. We have received pressure- 
—] did personally—from at least three groups that 
came to meet me, to remove those unpaid 
positions because the people felt they were taking 
unfair advantage of the people who graduated’ 
from foreign medical schools to begin with. 

We have moved to do that. We made those 
positions available exclusively for graduates of 
foreign medical schools. I guess it is open for 
anyone to say it is not enough, but in doing so, I 
think a determination should be made by people 
who want to dispute the policy of what is an 
appropriate response in what is being suggested. 
That is our response and it is a reasonable 
response. 

Bir. D. S. Cooke: You have done less than 


Quebec which ts a smaher province. 
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Hon. Mr. Elston: I think Quebec has about 40 
positions. 

Mr. D. S. Cooke: They have an announced 
policy that provides for 90 rotating internships 
over 3 years. 

Hon. Mr. Elston: It is 30 then. 

1650 
Mr. D.S. Cooke: It will get up to 90, though. 


Hon. Mr. Elston: There are 30 in the system. 
Ours will end up having about 48 in the system. 
There are actually 72 including clinical clerk- 
ship, but in terms of interns alone there will be 48 
paid internship positions in Ontario. 


Mr. D. S. Cooke: We all see the difficulty. If 
you put 600 new doctors into the system, 
eventually it is going to cost I do not know how 
much. 


Hon. Mr. Elston: It is not only that. From my 
standpoint, my obligation as Minister of Health 
is to make sure not that the 600 positions are 
added to the system but that those 600 positions 
are filled with qualified people who dcliver 
quality service. First and foremost, that 1s my 
obligation. 


Mr. D. S. Cooke: Obviously, they cannot get 
internships unless they have got into the system. 


Hon. Mr. Elston: That is correct and that is 
the reason for the clinical clerkship. These 
graduates of foreign medical schools will go 
through the same sort of rigorous training in that 
fourth year that the graduates of our Ontario 
medical schools go through. I presume that is the 
same right across Canada in our accredited 
schools and is probably the same in other 
accredited schools. I am looking for help but I do 
not think we have anybody here who is really into 
that area. 


Mr. D. S. Cooke: It would seem appropriate 
that there be some method. Although northern 
Ontario has the most acute problem, there are 
other areas of the province, such as Leamington 
which you are very much aware of. 


Hon. Mr. Elston: It is interesting that you 
bring that one up because a couple of people have 
applied for those positions. 


Mr. D. S. Cooke: The point is that there are 
shortages of doctors. There is a vast shortage of 
psychiatrists in my community. With the 24 
positions, you are really saying that there is no 
way the majenty of the 600 wii! ever get into the 
system. The numbers continue to grow each 
year, so semething is desperatcly wrong at 
immigration. | can understand admitting the 
refugee docter but I do not understand how 


people are coming into the country now and are 
still not being properly told by immigration that 
landed immigrants are not going to have an 
opportunity. Refugee doctors have a really good 
case for something extra special being done. 


Hon. Mr. Elston: I understand your point. 
The fact of the matter is that it is my sense that if [ 
added 600 positions tomorrow to deal with all the 
people in Ontario who are graduates of foreign 
medical schools, I would have another 600 the 
day after. It might not be quite that quickly, but it 
is a continuing problem, particularly when some 
individuals choose to send students to other 
medical schools for training in addition to the 
schools we fund and the resources we use to 
make sure our people receive high-quality 
training. 

We have only so many resources with which to 
deliver that training. We have very intense 
competition for people getting into our medical 
schools in this province. All you necd do is to ask 


some of the current pcople aspiring to places in « ~ 


medical school and you can understand the 


intensity with which the competition is undertak- ~~ t | 
en, not only in medical school but also in dental . 


school and others. 


I remember my days almost 20 years ago when | 


I went to the first years of university. I was in 
residence at the University of Western Ontario, a 


very fine and noble institution. In my early days — as 


on that campus, I discovered that some of the 
more senior students were busy scraping chalk 
and doing all those neat things they have to do to 
pass a test for dentistry school. The medical 





school aspirants were all burning the midnight oil ee 5 
and working very hard. That has not changed. <2» 


There is intense competition. For some people 
who are not able to answer that, unlike your 
constituent who made the choice to go some 
place else, there is always the opportunity to try 


to go to a facility in another country. Some make —- 


that choice. Those people understand that they 
may not necessarily get into internship positions. 

I think some people who immigrate here are 
given warnings that perhaps are not sufficiently 
heeded for one reason or another. They may not 
be delivered intensely enough. However. f think 
there is an attempt to have those people 
understand that it is not an easy road. That bem 
said, I am not sure J am prepared philosophically 
to say to the federal government, “If a doctor 
applies to immigrate to Canada, say no.” 

Mr. D. S. Cooke: Thai is not what | said. 

Hon. Mir. Elston: | understand that. 

Mr. D. S. Cooke: There should be very ce 
messages about what the opportunities ae. 

















“Yon. Mr. Elston: I think they try to do that, 
but it is very difficult to have people acknowI- 
ine receiving information that it is a very 
‘“ifficult thing to get into medical practice and 
then ultimately say we cannot use their services 
when they have been trained to deliver children 
instead of pizzas, for instance. 


‘Mr. Andrewes: What message was given to 
the Ontario resident who went abroad, that he 


eae «aside exclusively for graduates of foreign medi- 
‘cal schools. Those positions, as funded posi- 


we 
SAO A 9 a ; 
sgeer Whether they were citizens and determined to 
Sati. leave the province to get their education. There 
a9 Say ome ‘ a 

secre as to be an equality of competition among those 













Bdge ' 


people. 

‘Mr. D. S. Cooke: The bottom line is you are 
ot prepared to do anything more. 

Hon. Mr. Elston: Are you making a sugges- 
ton that I do something in particular? I have a 
Fesponse now that indicates there will be 72 
‘Braduates of foreign medical schools in our 
«System at any one time over that three-year 
‘Period. It is always open for people to say, “That 
'Snot enough.” I realize that; but perhaps you can 
tell me what you are suggesting I do. 


Mr. D. S. Cooke: There are 24; next year 


there Will be another 24 and another 24 and then 
the 72- 
_ Hon. Mr. Elston: The only way there would 


ie ROU De 24 in the second and third year is if a 
ae Clinical clerkship did not meet the 
Very ee nie I Suspect there is going to be a 
en screening of candidates who go in. 
ashen panes eae intense. The applica- 
“Ghee Bans not Lusk are going out at the 
nett ah inks or that Process will at least be 
tee Be e's the interviews will pick the 
eons nies ‘TOM among all those who apply. 
someone oad sine would not have 72 is if 
wears, as unable to complete one of the 
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Mr. D. S. Cooke: There are still only 24 
positions. 

Hon. Mr. Elston: There are still 72 people 
working through our system. 

Mr. Chairman: As a point of order from the 
chair to get your attention, we have an hour left 
before we start taking votes on this and we have 
five topics left. I need your guidance in terms of 
time. Do you want some more time? Mr. Pierce 
has indicated he would like to get involved in this 
issue. Is there anything further from you on this, 
Mr. Cooke? 


Mr. Pierce: I have a further question on the 
availability of doctors. I do not want the minister 
to leave with the impression that the need for 
doctors in northern Ontario is only for special- 
ists. 


Hon. Mr. Elston: Where did I say that? 


Mr. Pierce: Each ycar the different hospital 
organizations travel to castern Ontario to the 
universitics to try to attract doctors of any kind to 
northern Ontario. There is a shortage of general 
practitioncrs as well as specialists throughout the 
north. It costs those individual hospitals a fair 
amount of money to go on that tour, some with 
success and others without any success. 


Hon. Mr. Elston: In fact, the ministry assists 
those people on those tours. I think about the 
week of October 20 this year was the time when 
people from northern Ontario and underserviced 
areas were hosted on that tour by the underser- 
viced areas program people. 

Mr. Pierce: | think it is about the time they are 
writing exams in October. It is very difficult to— 


Hon. Mr. Elston: The tour is done here 
through the facilities sponsored by us for 
northern members of the hospital boards of 
northem facilities to come to the institutions 
here. 
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Mr. Pierce: They ail come down with their 
paraphernalia, with pictures of their clinics, 
hospitals and communities and try to sell their 
communities to doctors to encourage them to 
move north. Maybe somewhere within the 
ministry we should be looking at facilitating 
already trained doctors who are available and 
have indicated their willingness to go into those 
areas and service them. How do you do that? 

Hon. Mr. Elston: We do if they want to sign 
up for our underserviced areas program and it 
will provide $40 ,000—- 

Mr. Pierce: [ am talking about the people 
who- 
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Hon. Mr. Elston: —do not have licences yet. 

Mr. Pierce: That is right. 

Mr. D. S. Cooke: Just like Sheila Copps used 
to say when she was the Liberal Health critic. 

Hon. Mr. Elston: Sheila raised an incredible 
endeavour of very intriguing ideas in the health 
care system and has made a very reasonable and 
rational contribution to the deliberation of these 
policy items. 

We will continue to assist people who are 
willing to come. If psychiatrists are raised as an 
issue of undersupply, which they have been on 
occasion, we do recruit from other jurisdictions 
those people who are in short supply in Ontario. 
A number of psychiatrists have been recruited 
from other areas, including Britain. Sudbury is a 
good example of somcone being recruited from 
Britain to develop the oncology program there. 
We do this when we find there is a shortage of 
supply of those people here and we will continue 
to do it. The point I think the honourable 
gentleman is making, however, is that he would 
like to see more— 


Mr. Pierce: The terrible challenge is that there 
is nothing within the Ministry of Health that 
indicates you are going to look at existing doctors 
who are not licensed to practise in the province. 


Hon. Mr. Elston: That is right. 


Mr. Pierce: They are still going to wash cars 
and work at McDonald’s. 


Hon. Mr. Elston: From my standpoint, there 
has to be a way of assessing the ability of those 
people to deliver quality service to the people of 
the province. With respect to someone who is 
delivering an oncology program in Sudbury, for 
instance, or people who are psychiatrists who 
may have been recruited from other jurisdictions, 
they are able to come here and receive licence or 
exemption from going through the licence 
requirements because their experience has been 
judged by the College of Physicians and Sur- 
geons of Ontario as being an appropriate 
substitute for any length of internship or residen- 
cy here in Ontario. I think I still have to honour 
that in terms of being assured that somebody has 
provided a standard, has taken a look at the 
credentials of the person to provide that quality 
medical service. Any time someone wants to 
come, he can always apply for an exemption at 
the college. 

Mr. Chair: 
next subject, 


nan: Before we move on to the 
perhaps other members of the 


committee noticed the mcredible scheduling of 


Dr. Psuika’s allies flying by in the emergency 


I ee i Se ae Br eo Cheer ube gre (his: pave 
nencopter. 1 think he musi have said he was 


likely to be on today, to provide this intervention, 
Even though he is not in charge of palliative care, 
that is the next subject you were wanting toraise. 

Mr. Andrewes: He flies by my apartment 
every night and it is hard to get to sleep. 

Perhaps it is Mr. Cooke’s turn. 

Mr. Chairman: All nght. Do you want me to 
talk about health discipline review? 

Mr. D. S. Cooke: I would like to talk about 
Caressant Care, the Tavistock-Woodstock situa-- 
tion and St. Thomas. The minister will know that 
these are the homes where Caressant Care has 
bought other homes and has forced the relocation 
of nursing home residents. I gather that in the St. 
Thomas one, discussions are taking place with 
your ministry and that the moving of the residents 
has not taken place yet. I am not sure whether the 
Tavistock residents have been moved yet. I 


would like to know what the status is, what your | : 


fecling is and what the ministry is going to do. 


Are you going to approve the moving of these 


residents? 
Hon. Mr. Elston: There are two different 


items in that. We dealt with one partially when : oe 
we were talking earlicr. Some of my comments - =: 


might be applied to this issue in a like manner as 


those that were applied to Mr. Pollock’s ne oe 


on Norwood and Tweed. 

There are two different issucs in two different © 
locales. In St. Thomas, the movement of “ 
accommodations is within the municipality. I -: 
have a letter from a resident of St. Thomas who - 
had a member of the family in the rest home part - 
of the to-be-renovated facility who was very — 
much in favour of seeing the renovation occur, of 
having the rest home residents in one facility and a 
the nursing home residents in another. sa 


Mr. D. S. Cooke: Let us not give the 


impression that the residents or the families are 


all in favour. 


Hon. Mr. Elston: Members of city council 
were consulted. Not all are in favour of what is _ 
happening. From my standpoint, the question of 
moving the community facility away from 
community is not present as it is in Tavistock. . 


Mr. D. S. Cooke: There are statistics on the 
effects on residents of forced relocation, whether 
within the same community or not, and studies 
have been done on the negative effects on healt. 
Some of those studies indicate significant 1° | 
creases in the numbers of deaths of residea'> 
months after their forced relocation. 

Hon. Mr. Elston: I am not sure whether ops 
Sapsford, who is the director of the jac 


homes branch, has that information af the tp © 





the iti 













‘his tongue, but let me respond in this manner to 
‘that issue. It is my opinion that we should be 
‘Jooking at using extended care beds as much as 
‘possible for the temporary location of people and 
‘not as the final destination for our seniors. I hope 
e will be able to develop appropriate activation 
“programs that will allow people to move into the 
facilities and out of them. That is a direction in 


“which we would like to go. 
“Mr. D. S. Cooke: We all agree with that. That 
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BS ape is not happening. 

Aes ee Hon. Mr. Elston: It is not what is happening, 

re : but itis not uncommon to have people move from 
os Oe 










Ri ee gi 3 

Sone facility to another when they have been 
Se + placed in one for recuperation and another bed 
aa = becomes available in a community closer to 
eae: home. 

sit.’ [have that in my own area, where the waiting 
oe Sa time for beds is sometimes lengthy. We have 
Peeithree facilitics within about 15 miles of the 
¥eweje Wingham and District Hospital: Brussels, Wing- 
ERSTE Cy : 
epee: ham and Lucknow. Thesc are uscd one substitut- 
© ing for the other, and people are moved. 

: Ron may have some helpful information on the 
Statistics. 

ss: Mr. D. S. Cooke: There are some other 
ax. aspects that need to be addressed. Why were 
Raysthese sales approved, with the implication of 
seeuztelocation, without the residents, their family 
€25 members, the staff or the unions being consult- 















Ben ed? 

ih psa rae 

xo) Hon. Mr. Elston: I am not sure of the 
< ‘circumstances with respect to St. Thomas. Ron, 
witex- €0 you have any information on the Caressant 


Purchase in St. Thomas? Then we will move on 
£0 Tavistock. 


Mr. D. S. Cooke: I spoke to them as late as 
today and they were not consulted ahead of time. 


__ Mr. Sapsford: No, I believe that is the case. 
*s The Proposal for the sale was brought by the 
“ Owner. The original home had been sold several 
4 times in the past four or five years. The owner at 
that time approached the ministry with the 
Proposed purchaser, being Caressant Care. Part 
of the sale proposal did involve the relocation 


~. Within the St. Thomas area and the consolidation 
_ Of the beds. 





- S. Cocke: Then the question is a 
question to the minister. Those being the 
Why were the residents, the family 
oe ANG fee employees not even consulted 
OFced i eens were clear that it meant 

; -ation and job loss? 

Tou, 
Qestion 


Me 





RA y. meee 4 + 3 
Nar. Elston: | cannot answer that. Itisa 
of policy, though, which we can 


JANUARY 20, 1987 


S-1201 


consider on our own. Whenever new facilities 
are being built there will be relocation, and | 
expect that over the next while the renewal of 
some of the capital structure will require people 
to be moved. That is not a satisfactory answer in 
the case of St. Thomas, but I expect that when 
people know a new facility 1s to be built there will 
be a great deal of interest on the part of relatives 
and on the part of the residents themselves in 
secing those new facilities being provided. 


Mr. D. S. Cooke: Yes, but that is not the 
problem in this case. 


Hon. Mr. Elston: No, I understand, but there 
is a desire to reconstruct or to provide new 
facilities in St. Thomas. That is the reason these 
places or beds are going to be moved from onc to 
the other. 


Mr. D. S. Cooke: They are going to be 
handed on to Caressant Care. 


Hon. Mr. Elston: Yes, the new facilities. 


Mr. D. S. Cooke: They will then convert Rest 
Haven, which already exists, totally to a rest 
home. 


Hon. Mr. Elston: [ take your point. I am not 
arguing about advising residents or families. lam 
not going to debate that question with you. It is 
something I have to consider in terms of a policy 
question. 


‘Mr. D. S. Cooke: Are there not provisions to 
correct this problem in the amendments to the 
Nursing Homes Act? 


Hon. Mr. Elston: You can sometimes deal 
with concems via regulation. You do not have to 
have everything in the legislation. However, it is 
a policy matter about which I think guidelines 
can be established. It is something we can 
consider. | am not going to debate the relative 
merits. 
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Mr. D. S. Cooke: Are we saying in this case 
that since the sale was approved based on 
relocation of the residents, there is nothing the 
ministry can do at this point in the Rest Haven 
case to prevent the eventual moving of the 
residents to the Caressant Care facility? Is that 
the botiom line in St. Thomas? 

Hon. Mir. Elston: My advice is that they are 
making plans to ‘-uild new facilities and to have 
the facilities in Rest Haven become those of rest 
home residents only and not nursing home. Hf you 
are suggesting they not move at all out of 
facilities which are not in compliance, that 


i eo ee eee aS ; “75 Par: 
becomes a afferent question for me. 
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Mr. D. S. Cooke: I am not sure whether the 
issue is totally that Rest Haven home is in 
compliance. The home has been asking for 
additional numbers of beds over the years, which 
I have not supported. 

Hon. Mr. Elston: You raised Rest Haven in 
the Legislature in 1983 or 1984, as I recall. 

Mr. D. S. Cooke: I do not believe I raised 
Rest Haven. I think I talked about a home in 
Aylmer. 

Hon. Mr. Elston: I think there was one in St. 
Thomas too. I will check my correspondence. 


Mr. D. S. Cooke: You can check, but I think 
it was the one in Aylmer because I remember 
very Clearly going up to that home. 

In any case, this home has 50 beds. I 
remember meeting with the union at Rest Haven. 
I know they have the 50 beds and the Ontario 
Nursing Home Association says that 60 makes a 
nursing home economically viable. None the 
less, your ministry approved the sale with the 
forced relocation and [ want to know what the 
bottom line is. 

Is the bottom line that there is nothing you can 
do to prevent this relocation now, that it is going 
ahead, and that the meetings taking place 
_ between the employees and other people con- 
cemed with the director of the nursing homes 
branch are futile? What is the purpose of these 
meetings taking place in St. Thomas if the forced 
relocation is the bottom line? 


Hon. Mr. Elston: I do not know about the 
meetings. Perhaps Ron could tell us about the 
meetings and what they are ¢ designed to accom- 
plish. 


Mr. Sapsford: I met with the president of the 
auxiliary of the nursing home last week in 
London. Their having requested a meeting, the 
purpose was to find out their concerns. The 
concerns of the residents were expressed through 
the auxiliary member. My purpose in meeting 
was to find out, in the event of the move, if there 
were ways in which the residents’ needs would 
be taken care of. 

They had made reference to married couples in 
the facility and that relocation would required 
that they be split apart. There were ways we 
could work with the operator to make sure those 
kinds of situations did not arise. 

There was a member of the staff at the home 
there as well who was expre sing concern that 
they did not know about the cvtails of the move. 
The owner had net met with them. 

Mr. D. S. Cooke: They also pointed out that 
residents would move from one home to go to a 
home without the same staff. 


Mr. Sapsford: That was one of the concerns 
they pointed out. 

Mr. D. S. Cooke: Caressant Care is hiring 
part-time staff. 

Mr. Sapsford: Right. I was there primarily to 
gather this kind of information so these kinds of 
concerns could be brought to the attention of the 
nursing home. Our concern in watching that kind 
of situation is that, wherever possible, we can 
negotiate conditions with the operator that would 
make that kind of transition easier and could ..-:: 
satisfy the needs. Waieh 

Mr. D. S. Cooke: The bottom line is that the 
relocation is going to happen. There is nothing 
that can prevent it. 


Mr. Sapsford: In my mind, correct. The 
question about notice and advice and so on as in 
the regulation, requires that on the closure of a | 
nursing home—which is what this would be- 
eight wecks’ notice be given. | 


Mr. D.S. Cooke: Less time than a tenant inan _ ne 
apartment building gets from a landlord. 


Hon. Mr. Elston: If it is a yearly Iease. Is that oy 
right? os. f oe 
Mr. D. S. Cooke: No, the period required is - 
90 days or 120 days; one or the other. see 


Hon. Mr. Elston: Up to six months if it isa 
yearly tenancy on the basis of acontract, I guess.* =, 


Mr. D. S. Cooke: If, for instance, it is at the 
end of the lease or if there is no lease, more Her 
is required to be given to a tenant. 


Hon. Mr. Elston: This is going to be well i in 
excess of that, in any event. 


Mr. Sapsford: The reconstruction is ssyple 
uled for next fall, so there is much more than the . 
regulatory requirements. On the the other point, 
on the literature regarding the location, most of 
the literature that has been done has been on the 
basis of people who have been relocated on 24 
hours’ notice: In other words, you are in this 
facility today and you are leaving tomorow. 

These kinds of situations, where homes are 
closed and rebuilt and people moved, are based 
on a much longer time frame, so residents, 
family and staff have an opportunity to plan for 
those kinds of relocations. Even in the literature. 
there is conflicting evidence. In some studies: 
relocation is not shown in the resezrch to be 
contributory to death rates and so on. 


aie 















Mr. D. S. Cooke: It is not particularly fais if Lg 
residents are moved and there is no consultation be 


whatsoever. It boils down to policy being en 
when you buy a nursing home, you Du people 


Fhe} 2 
and move them, whether it is the saine 2:28 th 







ened in Ridgetown with the Barnwell home 

this facility or the Tavistock one. When you buy 
home, you buy people, because the people 
sent the cash flow. That is bloody unaccep- 


: Fon. Mr. Elston: If that is the way you like to 
haracterize it, I appreciate that. 
= Mr. D. S. Cooke: That is exactly how your 
zP characterized it when you were in opposi- 
“tion and Mr. McGuigan raised the matter of 
#8 Barnwell in Ridgetown. There is no other way of 
characterizing it. 

geo. Hon. Mr. Elston: I have already indicated 

: sodas 

rene “7 what my reading of bed allocations is—that is, 
oe "they are a community resource—and from my 


es ae UA 


Ne dpa t that is where it stays. 





ee = Hon. Mr. Elston: Let me talk to you a little 
ee Ebout Tavistock, because it has a difference that 
es: ‘not present in St. Thomas-—that is, the 
&{ movement of people from one community to 
> another—which causes some difficulty. I think 
fsrthere are 43 beds at the Maples Home for 
s¢72 Seniors. Some of those people may very well be 
a from the Woodstock area. I am not sure. Some 















ee or the community representa- 
<tives. I will be doing that before any decision is 
#, Made, so there has not been a final decision in 


“Mr. D.S. Cooke: When do you expect a final 
decision? 


‘Hon. Mr. Elston: I have not had the meeting. 
I indicated td the community group that a 
decision would not be forthcoming until I met 
With them, and I have not set the meeting yet. 


~Mr. D. S. Cooke: I hope you will look at the 
| ae aspect of talking to the residents. If you 
‘e Ow the philosophy that it is their home, then 
oy have a right to be talked to. 


ccs Elston: That is right in terms of 
eae ee oe I think it is always important in 
= | Whether aS In any other. The question of 
~ that ee should be able to build facilities 
Celiver be as a better service or assist the staff to 
aan = oe Service is, in my mind, a matter 
burt ify ips there should be notice, obviously. 
I do nat ae going to provide the better service, 
iN an are. = you should hold up an entire project 
i that is not in compliance. 
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Mr. D. S. Cooke: There is more to working it 
out than just that. It is not always a question that it 
is anew facility. Caressant Care does not exactly 
have a clean record in St. Thomas, and there is 
not unanimous agreement that the service is 
being broadened. 


Hon. Mr. Elston: I have discovered that in 
health care there is never unanimous agreement. 
The fact of the matter is there are sometimes 
benefits received from the design and building of 
new structures. 


Mr. D. S. Cooke: No matter whether Toronto 
is going to decide on those benefits or whether 
the people in the community should decide? 


Hon. Mr. Elston: There is the question of 
benefits not only to the residents but also to the 
people delivering service there. As much as 
possible, I would like to see facilities that would 
help staff in the nursing homes be able to provide 
service in a very reasonable way without 
endangering their physical health. We do have 
questions where facilities have stairways and 
things that require lifting and the type of work 
that causes difficulty for the people who deliver 
service. 

All I am saying is we always have to make 
ourselves aware of the benefits available in the 
development of new facilities, both from the 
standpoint of the patient and from the standpoint 


of those people delivering the service. If people 


are able to deliver the service efficiently in a 
healthy manner, then I think you will get better 
service delivered and you will have a better 
atmosphere for the people who live in it. I take 
your point with respect to communications. 


1720 


Mr. D. S. Cooke: We will have some 
amendments for your nursing home legislation 
that will assist in giving some nights. Instead of 
people in Toronto making a decision of what is 
best for people in St. Thomas, perhaps the people 
in St. Thomas and the residents should be able to 
have some input into what affects them. 


Hon. Mr. Elston: In fairness, that is not 
exactly what happens in all cases. We have a 
number of people with whom we consult, in 
some cases, as we have with respect to the district 
health council in the Thames Vailey. They have 
given us an opinion with respect to the nursing 
home beds in Tavistock. 

It seems to me there is a community effort 
involved with respect to these facilities which has 
to be co-ordinated with people who are operating 
ihe facility as well as those peopic who have a 
responsibility to inspect and moniter and man- 
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age, which is being done at the provincial level. I 
think it is a melding of those. It is not exclusively 
any one of those groups. 

Mr. Chairman: Given the time, maybe we 
should move on to another item. Mr. Andrewes, 
which would you like? You have palliative care 
and you have several questions on abortion? 

Mr. Andrewes: Palliative care will be very 
brief. In our travels around on the task force, we 
had a number of presentations from very sincere 

_and supportive people. One common theme was 

that there needed to be some guidelines devel- 
oped in palliative care that would provide 
community hospitals, for instance, with a set of 
critena they could build on in order to meet 
expectations. I leave that one with you. 

The other issuc, of course, is the old issuc of 
funding and whether or not palliative care is 
looked at as a form of health care delivery that 
warrants some special recognition, particularly 
in hospital budgets, over and above what is Icft 
over in the global budgct. 


Hon. Mr. Elston: To address the first item, I 
was just getting the location of the two programs 
that we do fund for palliative care. Once is in the 
Elisabeth Bruyére Health Centre, where I have 
toured and been with the physician in charge and 
a number of the staff people there. 

I was very much taken by the delivery of care 
there, provided in a very sensitive way not only 
to the patient but also to the family, and it seems 
to me those people have really developed a good 
program in-house, as it were, inside that medical 
facility, but they have also recognized a need to 
reach out into the community and they have 
developed some components of a community 
service as well. 

I am not as familiar with the second program 
we fund, which is at the Salvation Army Grace 
Hospital here in Toronto, but it seems to me that 
in developing the guidelines that may come along 
we have to recognize with respect to palliative 
care, first of all, that it is part of a continuum of 
care, not only for the patient but also for the 
family members and friends, and we also have to 
recognize that it is not just for the hospitals or any 
other facility in which peopie pass through in this 
life. 

We have to recogni: 2 that we probably cannot 
rely exclusively on ¥. intec « in any one sector 
to keep delivering the services in the smaller 
communities where hoc programs 
develop basically around people who have gone 
through an experience in their own families and 
as a result devclop their own programs. We have 


to have guidelines. 


these ad 


Mr. Andrewes: They can play a major role 
though. 


Hon. Mr. Elston: Yes, but we cannot rely 
solely on them. We have to be aware that it is the 
volunteers—as in other sectors of hospital care, 
for instance, or even in some of the community 
responses to problems—who make the program 
much more enhanced. 

We have to develop programs which will 


allow us standards inside institutions and in the ae 


communities. I am not pleased to say that right 
now the only programs we fund are the two I 
noted. Those have been very good ones, but we 
have a lot of work to do in smaller communities. 


I have been taken by the work of Connie — % 


Osborne in Huron county. She is from Goderich 
and has worked for a number of years in 
palliative care as a volunteer in the Alexandra - 
Marine and General Hospital in Goderich. The © 


work has been quite exciting for her. As her —; 


expertise has developed as a volunteer, she has _ 
gonc from a stage where no one wanted to refer 
anybody, to where everybody would like to use 
her abilitics to assist them in dealing with a part 
of delivery of care to a patient with which 
physicians are not well conversant or to which 
others in health care are not well in tune. the: 
There is recognition that it is increasingly a 
part of health care, and that is leading us to do 
more. work in developing our proposals with . 
respect to palliative care. We are doing it on the - 
basis that we recognize there will be a difference — 
in delivering it in a larger centre from delivering © 
it in the smaller communities such as those from - 
which you or I come, Mr. Andrewes. : 


Mr. Andrewes: I have made the point. You 
recognize there is an anxious group of volunteers 
who are looking to government for some signs of 
leadership, both in tangible financial support and 
in direction. They are doing some very g00C 
work. ae 
Hon. Mr. Elston: Without doubt. Howevel, 
if we develop funded programs, we have to make = 
sure that we have some indication of the 
provision of the service in-I hate to say 
standard manner,” but at least in a manner which 
measures up to a standard, so that we are sure ?) 
what is being delivered as a program throughout 
the province. I recognize your thoughts. 

Mr. Andrewes: Thank you. me 

Mr. D. S. Cooke: I would like an update 170™ 
the minister on the assistive devices program ert 
where the phase-in of coverage is now. | Spiel 
like a general answer, but | would also like 
specific answer. 

















= Ina letter you wrote me on August 21, 1986, 
you indicated that at that time oxygen and oxygen 
Sauipment were not covered but would be 
“covered shortly. My understanding is that as of 
“December, when we started estimates, it still was 


~ pot covered. 

“Won. Mr. Elston: There are some areas in 
which the respiratory assistance is covered and 
" <ome areas where it is not. We also include 
6S oxygen under the Ontario drug benefit plan. That 
part of our ODB plan has been quite active, as the 


: 
iy 


neuter have been left with the Ontario drug bencfit plan. 
waeelam not sure I can tell you under what 


susics circumstances those policy decisions are made. 
reat Pethaps Dr. Psutka could tell us when the oxygen 
gieecis supplied under ODB and when it would be 


aveu, Considered under the assistive devices program. 














«Mr. D. S. Cooke: Obviously, ODB does not 

Cover a fair number of people. 

Hon. Mr. Elston: Yes, ODB may not cover 
Some people if they are not involved in a 
disability program. 

Mr. D. S. Cooke: Or their spouses. 


* Dr. Psutka: The respiratory equipment is now 
covered. Devices which deliver the oxygen, such 
as_nebulizers, humidifiers and various other 
mechanical devices, are now covered for every- 
One. The gases themselves have not been 
Included at this point. They are coming up 
though; the exact implementation date is coming 
forward to the minister in the next few weeks. 

«We have gone through the remainder of the 
s ge to be implemented and have a series of 
He ates we will present to the minister. I cannot 

~ = §IVC you dates yet. 
fe ate ve S. Cooke: What is the rationale for 
- ~''Se OXYgen equipment but not oxygen? 


Dro Pan ! . : 
Soa Psutka: The equipment itself is the 
iv r ’ % . 
~ + We felt was in greater demand. They are 
HOt all o 


! . r - 
Oxygen devices which deliver oxygen. 

2Ome are for ES ae . “co . 
detain ¥ nebulization and some are for 

J ty x ~ . 

eve, eton and that type of thing.. The 
ay TOR 3 lee . 

ts Fi available through the Ontario drug 
tt Pian as st 
Palized, it will 


a 


ES “Sar .649 


“HE 


+ 


ated. When the total program is 
all be included under ODB. 


1 
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Mr. D. S. Cooke: I am curious to know why 
oxygen equipment was covered. I understand 
there is more to this than just oxygen, but I do not 
understand why you would supply oxygen 
equipment but not oxygen. 

Dr. Psutka: There are a lot of reasons. The 
foremost is that we are working to develop 
guidelines to ensure that the oxygen Is given and 
dispensed appropriately. If you look at the 
literature right now, one dilemma is that the 
supply and dispensing of oxygen is coming under 
scrutiny in many other areas to ensure that it gets 
to the appropriate people. It can become a very 
expensive program. 

Mr. D. S. Cooke: What about the total 
picture? Is it easy to give me an answer about 
what is not covered at this point or is it so 
extensive— 


Dr. Psutka: Do you mean as far as what Is not 
covered? 


Mr. D. S. Cooke: For whom? What is still not 
covered for people over 22? | 


Hon. Mr. Elston: Ostomy supplies, medical 
gases, wheelchairs and mobility devices, hearing 
aids and incontinent supplies. 


Mr. G. I. Miller: What about limbs? 


Hon. Mr. Elston: Prosthetics were covered as 
of July 1, for all ages. 


Mr. D. S. Cooke: Do you expect the phase-in 
to be completed some time in the next fiscal year? 


Hon. Mr. Elston: I do not have the dates 
recommended, but I am looking at making a 
considerable dent in them during this fiscal year. 
There are some problems in terms of phase-in 
which I became aware of when I became 
minister. It required substantial lead time in 
making sure we had the support services 
available to deliver the programs. Therefore, I 
now expect to receive recommendations from the 
program people as to when they can meet the 
targets of having the support services in place for 
those devices. On the basis of that, we will make 
recommendations as to the startup of those 
programs. 


Mr. D. S. Cooke: J am sure we do not need to 
request a copy of the dates when you see them 
because I am sure there will be a press release. 

Hon. Mr. Eston: Probably not when I sce 
them. Once we make some determinations and 
find out what our budget tells us— 

Sir. Anarewes: [ thought you were going to 
provide a copy of the speech by the Premier (Mr. 
Peterson} when he was not the Premier, who was 


is eat SR esse Soars oe Le REREAD A Ros aca aie 
fome iG PHase mM iMimediate impiementanvon, 
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Mr. D. S. Cooke: Yes. He promised the 
phase-in would be all at once. The promise was 
made in the 1985 election when the Premier was 
filling out the questionnaire for the Ontario 
March of Dimes. 

Hon. Mr. Elston: We have done a consider- 
able amount of work towards developing the 
program. 


Mr. D. S. Cooke: It is not in line with what the 
Premier promised. 


Hon. Mr. Elston: It has been an interesting 
program to administer and develop the guidelines 
for, to make sure we deliver efficient programs. 
The Premier has been very supportive. He has 
been encouraging us to move forward as quickly 
as we Can. 


Mr. D. S. Cooke: It is too bad he did not 
deliver what he promiscd. 


Hon. Mr. Elston: The entire program will be 
delivered without doubt in a manner which will 
be acceptable, not only to the Premicr, but also to 
the member of your caucus. . 


Mr. D. S. Cooke: Two years after he 
promised it. 


Hon. Mr. Elston: You will be very happy to 
know that the wrinkles that had not been solved 
when I came here are slowly being eliminated 
and the smooth introduction of the programs will 
probably occur in due course. 


Mr. Chairman: Murray’s ironing board, it is 
called. 


Mr. D. S. Cooke: This means the next 
minister is going to be able to make the 
announcement. 


Hon. Mr. Elston: The gentleman reflects and 
speculates a bit, but I thought that speculation 
was more a part of the Tory philosophy than that 
of the New Democratic Party. I am not able to 
prevent the honourable gentleman from getting 
into speculation. That may be a new departure. 


Mr. Andrewes: I specifically asked the 
minister to comment on the story that, during the 
whole ruckus around Bill 94, Women’s College 
Hospital was asked to assist in the backlog of 
abortions and was offered financial incentives to 
Go that. 

Bon. Nir. Elston: It is mv understanding that 
those discussions were had by members of my 
ministry and that a number of discussions were 
entered into with respect to the question of 
access. It has been un ongoing study. Any 
discussions that were held were designed to find 
out waat could be accomplished to provide better 


baa SPE SIO Bie tet enemies ae Uae er ei Here yah Th Te BR ee 
mC NS) boy LA evs reared. iat OCIS the case | 


am sure Dr. Powell, who is busy developing a 
report for us on access, had discussions with any 
number of people on this issue. Since I was not 
involved, it is very difficult to comment on what 
was said or what was not said at any meeting. 
When Dr. Powell is going through her study, I 
expect she will have very frank and open 
discussions with members of her profession, the 


medical community, about what is possible. I ~*~’ 


expect she will have a full and frank discussion 


with people who operate various hospitals, ae 
probably not just the people at Women’s College © 


but nght across the province, and I expect it will = 
be worth while for us to deliberate upon the ~~: 
result. oY 

I do not think it would be productive for us to 
speculate on what occurred or did not occur. AllI 
can tell you is that during the discussions that 


surrounded the Health Care Accessibility Act - me 


and its ultimate passage, we were able to provide 
a level of service in the province that was not - 
severely damaged by the work action. There was > 
no question of inconvenicnces. There were | 
questions of some elements of the medical .- 


community wishing to withdraw their service, -~: 


but that did not occur. : 

We are now looking at any number of options © 
that might be appropriate for us. As soon as we -: 
get the report from Dr. Powell, we will be able to . : 
see the options that might be used to address the -- 
major concerns her report raises with us. I do not - 
expect that we anticipate having only one facility 
pick up the backlog or anything in particular. A 
community, provincial response to this issue 1S __ 
required. oe 

Mr. Andrewes: You have anticipated my - 
second question. That is the real key. We have 
discussed in question period and on other 
occasions whether we have a law that we must 
work with. 


Hon. Mr. Elston: There is no question. We 
must work with the law. 


Mr. Andrewes: In a province where the 


geography is very complicated, where the 


population distribution is certainly very compli- 
cated, women of this province who may wish to | 
exercise their rights under that law may not ® 
able to access their rights equally under the Jaw. 
ee, n 
Hon. Mr. Elston: If that is the question, a, 
Dr. Powell will report to us on that and tell us 
what she has found. We will go from there. 
Mr. Andrewes:. When do you expect 
report? ] 
Won. Mr. Elston: I expect it very cae 
think we are within a couple of wees 


her 
































eceiving material. I have not talked to her about 
{. but it is my anticipation that it is nearing 
= completion, and J expect to talk to her shortly. 


“ur. Andrewes: How many hospitals in the 
“province now have operative therapeutic abor- 
= tion committees? 

1740 
Hon. Mr. Elston: I do not know. I do not 
think we have those data offhand. I can write you 
on it and let you know what I find. 


Mr. Andrewes: If you are going to do that, I 
would like some idea of the distribution. 


Boe "Hon. Mr. Elston: We will do the best we can, 


aS eee A 


ives although we do not generally go place by place. 
“The information would be available if you 
contacted each hospital to find out what was 


a ; oe Mr. Andrewes: Are any of the therapeutic 

ieee ‘abortion committees that were disbanded during 
at Oe hes 

i Hon. Mr. Elston: They are all back in place. 

‘Mr. Andrewes: They are all operable now? 


Hon. Mr. Elston: The only ones that were 
sve. talked about were the ones in Sarnia, which came 
sue ee.back quite quickly afterwards, and in Missis- 
xe. Sauga, which I understand is also functioning. 
Those are functioning. 


~ Mr. Andrewes: I would be very interested in 
seeing Dr. Powell’s report. I hope that will 
provide an important step in trying to— 

Hon. Mr. Elston: She is doing some very 
important work and I will be sharing that, with 


the province actually but certainly with my 
Health critics. 


~ Mr. Andrewes: Thank you. 
’ Hon. Mr. Elston: I know you are in need of 
a extra reading. 


Mr. D. S. Cooke: I have just one question. I 


» Would like to get an idea of where we are with the 


» health disciplines review and what your timeta- 
ble looks like. 


’ Hon. Mr. Elston: The discipline health 
| vege emai review is into phase 2, and 
i faing with all the 25 groups that have 
iar for regulation. Also included in 
initial phe is groups that participated in the 
tases. We have not excluded notice to 
“2 Of the groups that may want to participate in 
Medel iberadgnecdauauce tre nest 
of the i anor However, from the standpoint 
irises.” Proiessions that are designated for 
ens regulation under the act, they have a 
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lot of work to do in defining scopes of practice 
and otherwise. ; 

With respect to one, midwifery, there is a 
particular task force now on the road dealing with 
submissions from the public. It has done some 
travelling in North America and in Europe into 
areas that have already established them. It will 
be reporting some time in March or April, in 
spring anyway. I am not sure of its timetable. 

I am meeting with the members of the task 
force in the next couple of wecks to get an update 
on where they are in terms of their deliberations, 
where they have been and what that has provided 
for them in terms of questions they must address 
or how they are going to address them. 

We will have-I am guessing again, but I 
suspect we will have—a draft picce of legislation 
which will probably come to me later in the fall 
for review, and then we will proceed from there. 
That is the best I can say. 


Mr. D. S. Cooke: Realistically, we are 
talking about an introduction into the Housc at 
least a year from now. 


Hon. Mr. Elston: Probably; that is not 
unrealistic. The key to the quickness of this thing 
moving is how many areas within the review, the 
questions of scope of practice, cause difficultics. 
The professions will have to meet some type of 
an agreement with respect to where their scope 
goes and where others go. 

We are into some very intense times right now. 
A lot of work is being done by Alan Schwartz and 
the review team. I am quite impressed with the 
work of Mary Eberts, Karyn Kaufman, Rachel 
Edney and Alan Schwartz on the midwifery side 
of it. Mary Eberis, who is chairing it, Karyn 
Kaufman—who, by the way, was voted one of the 
high-profile citizens of the year in Hamilton; I 
noticed that in the New Year’s eve edition of the 
great Hamilton Spectator—and Rachel Edney 
have been very encouraging. They have been 
very thorough and have done a whole lot of extra 
work. In fact, from the standpoint of a lawyer, a 
nurse and a physician, they have learned a great 
deal about the manner in which midwifery has 
been- 


Mr. D. S. Cooke: Are you going to re- 
examine at all, the exclusion of naturopaths? 
Hon. Mr. Elston: We announced in Aprii of 
this past year that they were not to be regulated. 
Mr. D. 5. Couke: That was a statement by 
Mr. Schwartz. 
Bonds: 


well, 


Elston: It was my statement as 
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Mr. D. S. Cooke: That was your own policy? 

Hon. Mr. Elston: Yes. I had indicated in the 
announcement of the 25 professions to be 
regulated that naturopaths would not be one of 
them. 

Mr. D. S. Cooke: There is no consideration 
being given to that? 

Hon. Mr. Elston: We went over a very 
thorough analysis of criteria. We measured each 
organization on the basis of those criteria and we 
have continued to live by the criteria we set. I do 
not think reopening the review now to establish 
other criteria that would allow one organization 
or another to qualify would be a relevant 
procedure. It certainly would not be fair to the 
others. 


Mr. D. S. Cooke: It might end up happening 
in the legislative committee anyway. 


Hon. Mr. Elston: Anything is possible. 
Mr. Andrewes: What criteria did you use? 


Hon. Mr. Elston: There were nine criteria, 
none of which I have my hand on at the moment. 
However, I can provide them to you. 


Mr. Andrewes: I wonder which— 


Hon. Mr. Elston: Just a moment so I can 
finish where I am going and then I will get back to 
that and you can ask your question. 

With respect to the naturopaths and with 
respect to other organizations that did not meet 
the criteria we established and the tests we used, 
it has been made quite clear to them that the type 
of legislation contemplated would be of a nature 
such that any organization can apply when it feels 
it has met the tests established for all the 
organizations that have been involved in this 
review. 

It will not be the type of legislation, if the 
material goes through the Legislature in the 
manner I hope it will, that will prevent us from 
amending legislation with respect to one profes- 
sion until we can get an agreement from all 
professions not to do whatever each has under its 
own hat. 

We will be looking at sections that probably 
deal exclusively with midwifery, and if midwife- 
ry needs some amending at a later date, we can 
deal with it. As the member for Lincoln (Mr. 
Andrewes) will be aware, when we dealt with the 
question of amending the College of Nurses 
requirements, we had to wait an appropriate time 
until we could isolate that single issue, which we 
did by agreement last year when we expanded the 
College of Nurses to get extra people. 

Phat being the case, we would be 1n a position 
to have peopie come buck to us, naturopaths or 


whoever, as they matured as a profession and as 
they developed the public interest aspects we 
require of the professions, and say, “We wish to 
be regulated.” We would then be able to run them 
through a series of the same tests that will apply 
to the other 25 organizations, and they might 
very well be able to have a section added to the 
health professions legislation review. 

Under that aspect, we will review again and 
again the various positions of professions that 
have been indicated or have been told they will 
not be part of the regulated group. For instance, 
we have the radiologists’ assistants, or whatever 
they are called, medical assistants of some sort, 
who were excluded. The same would apply to 
them when they are writing letters. Acupunctur- . 
ists have also been excluded. They are writin 
and the same would apply to them. 


Any organization that has been excluded will ~ . 


not be excluded for 60 years, or, as in the past - 


case, when the most recent amendments were in fs 


1974 or 1975. That means we will be reviewing 
on an ongoing basis, but the developments that 


are going on now just apply to the 25 organiza- ~.. ae 
tions. Me 


I was going to forget that if I had let yo 
intervene. 


Mr. Cordiano: I have a question— 


The Vice-Chairman: Is this a supplementa- rool 


ry? Can I clarify, Mr. Cordiano? Is this a new 
question? 
Mr. Cordiano: Yes. ae 
The Vice-Chairman: | will bear that in mind. * 
We will finish up with this question. iz 
Mr. Andrewes: On which criteria did the 
naturopaths fail? 


Hon. Mr. Elston: There were a couple that ~ 
caused us problems in terms of numbers. We 
know the largest number of naturopaths are dual 
registrants, as chiropractors and as naturopaths. 
They can be or were included in both boards. 
Some-confusion has been caused by the question 
of numbers, by the question of their willingness 
to bear the cost of the public interest organization 
and by the question of their willingness and the 
manner in which they are abie to provide the 
public interest, as opposed to the interest of ine 
organization, as a salient feature of their regu! 
tion. f 

The public interest has to be a salient feature © 
any group that is involved in self-regulation “a 
any degree. There are other areas that Spm 
problems, and J think I have written you# nore ne 
some of these areas; maybe not you. l a 
written to almost every ether member. TW) 















provide you with the criteria and the manner in 
which those tests were applied. 
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Mr. D. S. Cooke: All I can hope is that one 
eader has had a portfolio shift before we deal 
with the health disciplines legislation. 

-. Hon. Mr. Elston: Mr. Cooke is expressing a 
‘sentiment that is a bit difficult from my 
standpoint. It is complicated; it is complex. 
When we went into phase 2 of the question of 


— 


Mr. D. S. Cooke: That is why I think this 
fees process is a better one than if you were doing 
eee -your draft bill next fall and eventually coming 















in-depth briefings about what is going on. For us 
to indicate that a group of legislators could spend 
the amount of time that has been devoted to this 
exclusively and come up with a product in nearly 
the same time frame would be impossible to 


“= Mr. D. S. Cooke: There will be no leadership 
conventions to interrupt, or likely none, as there 
have been with the current committee. 


Hon. Mr. Elston: If there are leadership 
Conventions involved, I am sure that all of us as 
political observers will be quite interested in 
them. For those members of the official opposi- 
ion who even now are putting in place their 
junior forms of campaign teams, there would be 
increasingly more interest than for others of us. 
_ The review will go on and proceed to a logical 


- and helpful conclusion for the people involved in 
| health professions. 


Mr. D. S. Cooke: It will only be beginning for 
© members of the Legislature a year from now. 


Hon. Mr. Elston: That is what the process is 
: a about. We have to have a lot of assistance to 
me ae digest and then re-examine the 
hina oe at 1s brought forward to us. The nice 
bee legislative government is that we 
ake a a at which peopie have another 
with ace their case and present it. In fact, 

pect to the pharmacy bills, it was an 


€Xtrem al M4 2 FS . 
meee “Y UNpertant part of the development of a 
€0d-neyw concept 
Re ae 
wey 


th 





‘ Cordiang: 
seen ita at 
TS RS 


{ have had several constitu- 
. mo | oa re = Far y ae ! 5 ies 
“MC why the extraction of wisdom teeth is 
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an uninsured service, particularly when there is 
surgery involved. 


Hon. Mr. Elston: There are two things. First 
of all, itis an uninsured service only in the case 
where there are no medical complications. It can 
still be covered fully as an insured service 
without any extra charges either for anaesthetic 
or for the dental surgery component, if there is a 
medical necessity determined by the attending 
dentist. For instance, if a person with an 
impacted wisdom tooth is a sufferer of a 
respiratory problem that would cause medical 
complications when anaesthetic is delivered for 
the purpose of the surgery, that could be done ina 
hospital as a fully insured benefit without any 
question whatsoever. \ 

The reason that impacted wisdom teeth were 
taken in a gencral sense from the schedule of 
benefits was that the Ontario Dental Association 
made very strong representations on behalf of its 
membership to indicate that the extraction of 
impacted alveolars was not a medically neccs- 
sary piece of surgery, that it could be donc 
without medical complication and that it could be 
done in the office. We did not bend to their 
request that we take the entire procedure out. 

I fought very long with them over some 
extended discussions to ensure that at Icast the 
medical component was retained because I could 
not sec us putting anyone at risk. In fact, that was 
the real problem I felt we could not get around, 
which is why those are retained as benefits. That 
is the rationale upon which the decision was 
made. 


Mr. Cordiano: Consequently. if a surgical 
procedure is required, it will have to be 
administered in a hospital? 


Hon. Mr. Elston: If it is medically necessary. 
You would then have access to the anaesthetist 
who is delivering service in that hospital at the 
insured rate without extra billing charges. If 
someone goes into a hospital facility merely for 
the convenience of it, that is, the dentist feels it is 
a better place than his office, or his office does 
not have the same facilities, but it is not a 
medically necessary activity—in other words, 
there are no medical complications—it is not an 
insured service. 

Nir. Cordiano: Even when an anaesthetic has 
to be administered? 

Hon. *ir. Elston: That is correet. There must 
be a mecceaily necessary compon: In other 
words, ihere must be some complicaicon, wheth- 
er it be a problem with the respiratory syster 


Pe Nee eee = Rel iia ae hes eee 
blood pressure, age, ete. It may be 2 
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where the person requires special medical Hon. Mr. Elston: The member did not move 
attention to deliver the service; and in that case, his amendment, which was to increase the 
permission can be received from OHIP to deliver _minister’s salary by 150 per cent. 


that as a fully insured, medically necessary The Vice-Chairman: Son of a gun, it is too 
procedure without extra billing. late. 
The Vice-Chairman: I presume members of Hon. Mr. Elston: Missed again. 
the committee would like to proceed with the The Vice-Chairman: I thank the minister, the 
votes. deputy minister and the staff for appearing and 
Votes 3101 through 3106, inclusive, agreed for their full answers. I am sure the critics will 
to. want me to extend those courtesies. You can pass 
The Vice-Chairman: This completes consid- them on to all and sundry. 
eration of the estimates of the Ministry of Health. The committee adjourned at 5:57 p.m. 
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